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The Osteopathic Hospital System 
Its Opportunities and Responsibilities in the 
Service of Health* 


ALEXANDER LEVITT, D.O. 


Chairman, Department of Professional Affairs 
American Osteopathic Association 


REASONS FOR SELECTING SUBJECT 

The topic for this presentation was selected be- 
— of a large number of pressing problems which 
bear directly on the health, safety, and welfare of the 
public and because of contributions which the osteo- 
oahhie profession and its hospital system can and should 
ie toward the solution of those problems. 

Among the pressing problems which bear on this 
presentation are: 

1. Our rapidly growing population resulting from 
the increase in longevity and, thereby, the increase in 
numbers of our senior citizens, many of whom have 
long-term disabling illnesses. These people will require 
health care by other individuals and in institutions. 

2. Social and economic changes brought about by 
a great financial depression and two world wars with 
continuing threats of a third war. These changing 
world conditions influence living conditions and the 
health of our people generally. 

3. Continuing impacts of these social and economic 
changes on people, institutions, and organizations in the 
many communities which make up our nation. These af- 
fect the osteopathic profession—its educational and 
hospital systems and institutions, its members, and its 
organizations at all levels. 

4. Increase in costs of education of doctors, pro- 
fessional services rendered by doctors and paramedical 
personnel, hospital construction, services, and mainte- 
nance which have added to mounting costs for health 
care generally. Hospitalization has become more and 
more expensive. These increased costs for health care, 
often in grave illness, affect large numbers of people 
who may be assisted by prepaid health insurance plans. 
Mounting costs for health care affect, also, the large, 
rapidly growing group of older persons who on retire- 
ment from work lose their health insurance protection 
along with loss of opportunities for daily earnings 
and self-support. 

5. Increased recognition and practice rights for os- 
teopathic physicians without adequate increase in the 
number of osteopathic physicians in relation to the 
population growth and potential resources of the osteo- 
pathic profession in the growing population. This is re- 
flected in a disparity between the increase in numbers 
of osteopathic hospitals in recent years and the static 
number of our osteopathic colleges, leading to a doctor 
shortage. Some osteopathic hospitals are hard pressed 
to provide essential services of the best quality. Such 
problems are most likely to affect rural and urban com- 
munities too long handicapped by lags in getting suc- 
cessful osteopathic hospitals into operation. Newer 
graduates quite often locate near hospitals which pro- 
vide many of the opportunities they seek. This concen- 
tration of new doctors near well-established hospitals, 
in turn, adds further to the disparity in the nationwide 
distribution of our doctors. Since hospitals and allied 


facilities are concentrated often in the same way as is 
*Presented at the Eastern Institute, Hospital 
Association, Hotel Statler, New York, March 17, 
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health personnel, disparity in location of doctors con- 
tributes to disparity in location of hospitals. 

6. Failure of large osteopathic hospitals supported 
with well-qualified medical staffs and governing bodies 
to establish osteopathic colleges. This is both an op- 
portunity and a responsibility which such hospitals 
probably could meet for training more osteopathic 
physicians than are now being prepared. A reliable 
source of information points out that it is easier for a 
successful hospital to establish a new college for train- 
ing doctors than it is to establish a new college without 
such a hospital background. 

Other reasons for selecting this topic result from 
personal experiences and from observations which be- 
gan with my preparation for service in the health field 
in 1918, in what was then known as physical training. 
Later, this designation was changed to “physical educa- 
tion” and, still later, to “physical education and health.” 

I have observed that the field of physical education 
and health has contributed substantially to the develop- 
ment of physical medicine, which the numerically domi- 
nant school of medical practice established in response 
to challenges from the osteopathic profession. 

Today many, if not most, of the larger medical 
centers in this country include institutes of physical 
medicine and rehabilitation in their organizational struc- 
tures and services. 

I have also observed that along with the growth of 
physical medicine, but not necessarily a part of it, is 
the revitalization of the role of general practitioners. 
A place is being found for this essential but neglected 
group in medical hospitals long dominated by specialty 
practice groups. 

I have noted too that while substantial numbers of 
physicians in the other schools of medical practice have 
been coming ever closer to the physiologic concepts of 
osteopathic medicine, many osteopathic physicians in our 
specialty groups have abandoned, seemingly, methods 
which are distinctly osteopathic in nature. In many 
instances, general practitioners in osteopathy have been 
discouraged in much the same way general practitioners 
of the other schools of medicine have been discouraged. 

Structural analysis of patients, a distinctive feature 
in osteopathic management of health care problems and 
a tool which can be of much value in the prevention 
and management of disease without disturbance to the 
hospital patient, often receives little or no attention in 
a busy osteopathic hospital. The resulting situation 
(and the lack of full use of osteopathic concepts) re- 
tards development of osteopathy’s fullest potentials in 
its areas of philosophy, science, and practice. The os- 
teopathic hospital system is vitally affected by such 
disservice. 

A final and last reason for selecting the material 
for this presentation is found in the published objec- 
tives of the American Osteopathic Association and the 
American Osteopathic Hospital Association, respec- 
tively: 
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The American Osteopathic Association exists for the stated 
purpose of promoting the public health through the philosophy, 
science, and practice of osteopathy. It is dedicated to the main- 
tenance of high standards of education within its professional 
sphere, to the stimulation of original research and the dis- 
semination of the knowledge arising from that research to the 
continuing improvement of methods for preventing, diagnosing 
and treating disease in the fields of general and specialty prac- 
tices—all to the ultimate benefit of humanity.’ 

The purpose or purposes for which the American Osteo- 
pathic Hospital Association is formed are: To promote the in- 
fluence and science of osteopathic medicine and surgery in 
hospitals; to promote. the establishment and maintenance of 
high standards of medical and surgical care in osteopathic hos- 
pitals; to promote and encourage the establishment of nursing 
schools in osteopathic hospitals; to promote the study of hos- 
pital economics and efficient methods of hospital administration ; 
to foster and promote co-operation between osteopathic and 
other hospitals; to foster and promote co-operation between 
osteopathic hospitals and governmental agencies ; and in general, 
to do all things necessary or incidental to the accomplishment 
of said purposes.” 

DEFINITIONS 

The term “osteopathic hospital system’ as used in 
this presentation is intended to be inclusive of the fol- 
lowing : 

1. Hospitals organized, established, and maintained 
by the osteopathic profession for use by osteopathic 
physicians in the prevention and management of patient 
health problems (including mental and physical re- 
habilitation ). 

2. Professional staffs, governing bodies, and hos- 
pital personnel in osteopathic hospitals. 

3. The publics which use and support osteopathic 
hospitals. 

4. Agencies for evaluating and accrediting osteo- 
pathic hospitals. In this instance, the A.O.A. Bureau 
of Hospitals is the evaluating agency and the A.O.A. 
Board of Trustees is the final accrediting agency for 
approved hospitals in the osteopathic hospital system. 

5. Osteopathic associations and agencies which di- 
rectly and indirectly support osteopathic hospitals in 
performing their various functions in the service of 
health. Thus, the American Osteopathic Hospital As- 
sociation is included in this category. 

While the publics are a major constituent, they also 
constitute the most important group in whose interest 
the osteopathic hospital system should direct its best 
efforts. 

OPPORTUNITIES AND RESPONSIBILITIES 

Each well-established and well-staffed hospital in 
the osteopathic hospital system has distinctive oppor- 
tunities and responsibilities for services in the follow- 
ing areas: 

1. Patient health care. 

2. Education for the doctor, staff member, intern, 
and resident; paramedical personnel; health education 
for the public; and assistance in vocational guidance 
of young people into professional careers in the health 
field. 

3. Research, which is divided as follows :* 

Basic research+ or fundamental research is theo- 
retical analysis, exploration, or experimentation di- 
rected to the extension of knowledge of the general 
principles governing natural or social phenomena. 

Background research is the systematic observation, 
collection, organization, and presentation of facts using 
known principles to reach objectives that are clearly 
defined before the research is undertaken to provide a 
foundation for subsequent research or to provide stand- 
ard reference data. 
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Applied research} is the extension of basic re- 
search to the determination of the combined effects of 
physical laws or generally accepted principles with a 
view to specific application, generally involving the de- 
vising of a specified novel product, process, technic, or 
device. 


Developmental research is the adaptation of re- 
search findings to experimental, demonstration, or 
clinical purposes, including the experimental production 
and testing of models, devices, equipment, materials, 
procedures, and processes. Developmental research is 
related to work on an existing model, device, equip- 
ment, material, or product process. Developmental re- 
search differs from applied research in that the work is 
done on products, processes, technics, or devices that 
have previously been discovered or invented. 

Each of these services is concerned, directly or in- 
directly, with the construction of health and the preven- 
tion and control of disease. 

In order to carry out these services, the osteopathic 
hospital requires more than a physical plant and com- 
plex technical equipment and supplies available day and 
night to relieve distress and suffering; it depends on a 
large corps of well-trained and well-motivated persons 
in different but related categories. Each has specific 
duties and responsibilities. 


OBLIGATIONS OF THE HOSPITAL’S GOVERNING BODY 


The governing body is obligated to provide physi- 
cal facilities for hospital services, management and 
other needed hospital staff personnel, and clinical and 
research departments. In addition, the hospital govern- 
ing body should support efforts of the medical staff and 
support plans for comprehensive health services in the 
community such as 

1. Public health education programs leading to 
positive health habits and useful living for individuals. 

2. Preventive services for individuals leading to: 

a. immunization against disease 

b. individual and family health guidance aimed 
at prevention of disease 

c. early detection and correction of symptomatic 
and asymptomatic abnormal mind and body states as 
trends toward disease and social inefficiency. 

3. Diagnostic services for detecting established 
disease processes. 

4. Treatment or management programs leading to: 

a. correction, cure, or alleviation of disease proc- 
esses 
b. restoration or rehabilitation of damaged body 
parts so that the disabled person may be prepared for 
employment or self-care, if possible 
c. help for the individual with an incurable dis- 
ease to enable him to face with courage and hope the 
terminal stages of his disease with all of its tragic 
socioeconomic implications for himself and his family. 
_ Since hospitals affect and are affected by socioeco- 
nomic conditions which determine the role of the com- 
munity in society generally, the governing body has 
opportunities and responsibilities in guiding policies of 
its hospital so that it may adjust to changing commu- 
nity needs and conditions. In so doing, the hospital’s 
governing body should provide constant vigilance with 
intelligent, forceful, and positive leadership in which 
public welfare is the dominant factor. Apathetic, weak, 
or self-interested hospital directors or directors who 
place hospital cost accounting foremost and apart from 


Note: The division between basic and applied research is an area, 
rather than a line. 
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good patient care and other hospital services essential 
to community life render disservice to the public, to the 
osteopathic profession and its hospitals, and to them- 
selves. This, then, points out need for careful evalua- 
tion of candidates for hospital directorships before 
their election to the hospital’s governing body. 

History shows that our osteopathic health services 
—professional, technical, and the supporting osteopathic 
hospital system—have developed from great human 
forces in which there have been needs, effort, sacrifice, 
acceptance, and encouragement. 

Through the years, the American public has en- 
couraged development of osteopathic health services. 
At the same time, the public has demanded that these 
health services should be at least equal to the best health 
care available in each community. This attitude is 
based on long-established principles (1) that public 
health is the responsibility of the private citizen and 
(2) that individuals and institutions rendering health 
services are accountable for their actions. 

The osteopathic hospital system has emerged, de- 
veloped, and continued its growth in our society be- 
cause of contributions it has made in the service of 
health. With its opportunities go obligations. 


OBLIGATIONS OF THE MEDICAL STAFF 

These obligations are: 

1. To furnish professional care for hospital pa- 
tients and to implement plans for comprehensive health 
service. 

2. To cooperate with other physicians on the hos- 
pital’s staff. 

3. To cooperate with the governing body and its 
designated hospital administrator and staff. 

4. To advise and cooperate with. the governing 
body in formulating and carrying out policies. 

5. To establish and maintain a plan for self-gov- 
ernment. 

6. To maintain a high quality of professional com- 
petence in which the patient is the central figure of 
interest. 

7. To promote and assist in education in which the 
interns and residents are central interests. In such edu- 
cation, young doctors are offered experiences that will 
help develop knowledge, competence, habits, and _atti- 
tudes common to well-motivated doctors trained to meet 
today’s and tomorrow’s needs for service and leadership 
in health and related civic matters. 

8. To promote and assist in basic and clinical re- 
search, especially in regard to the body’s own efforts to 
establish health and to combat stress factors which lead 
to disease. 

With its opportunities for public service, the osteo- 
pathic hospital system has many related obligations. 
The constituents in the osteopathic hospital system have 
continuing problems that call for their continuing de- 
velopment, self-evaluation, and improvement. In such 
appraisals and evaluations, it is admitted that our insti- 
tutions, like others long established, tend to resist 
change. While such resistance is both their strength 
and their weakness, it helps perpetuate basic values 
which would otherwise be lost to society. In all this, 
however, we should be ever aware that we may hold 
to traditional structures and procedures when coura- 
geous re-evaluation and action from time to time may 
be essential and useful in meeting changing conditions 
in our social and economic environment. 

The osteopathic hospital system is not alone in 
having hospital problems. According to the Joint Com- 
mission on Accreditation of Hospitals, of the 4,000 
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major hospitals in the United States and Canada, one- 
fourth fail to meet the standards of the organization. 
In the past year approximately 400 hospitals were re- 
fused accreditation and 600 others given probationary 
approval only. Lack of “quality care” of patients was 
responsible for most of the disapprovals, but disap- 
provals also resulted from unsafe buildings and, in 
some cases, unauthorized or unnecessary abortions and 
sterilizations. The Il’orld-Telegram and Sun recently 
stated that many New York area hospitals were either 
not accredited or failed to make application for accredi- 
tation because officials knew they could not pass in- 
spection.* 

PROBLEMS OF OSTEOPATHIC HOSPITAL SYSTEM 

We have questions peculiar to our own place in 
society. Such questions can be grouped in several cate- 
gories : 

In Regard to Osteopathic Hospitals.— 

How well do our leaders in the osteopathic hospital 
system emphasize the idea that if osteopathic medicine 
is to be known as the leading school of medicine and the 
osteopathic hospital the best place for the care of the 
sick and injured, all of us have greater responsibilities 
than do other groups in the health field ? 

Do our osteopathic hospitals provide competent 
services in all areas of responsibility such as good pa- 
tient health care, education, and research? How well 
do osteopathic hospital services influence attitudes of 
patients, staff physicians, hospital directors, and the 
public in general? How well does each osteopathic 
hospital integrate into community planning? How well 
does each hospital fare in public support? What steps 
are being taken to correct errors or omissions if they 
exist 

How well are the osteopathic hospitals organized 
in regard to their respective governing bodies, adminis- 
trative and hospital services, professional (medical) 
staffs, and departments? Do they recognize the need 
for acceptable uniformity in hospital organizational 
structure, job descriptions, and directions for flow of 
authority? Are lines of responsibility clearly defined 
and honored by performances? (Variables of type, 
size, control, objectives, physical plant, type of equip- 
ment, and a number of other factors existing among 
osteopathic hospitals throughout the country make it 
extremely difficult to arrive at exactly uniform stand- 
ards or for any one study to fit the needs of every 
osteopathic hospital. ) 

Are members of our osteopathic hospital govern- 
ing bodies adequately informed in regard to policies 
of (1) the American Osteopathic Association, (2) the 
divisional society in whose geographic area the hospital 
is located, and (3) the local profession which provides 
the medical staff for the hospital? Are all these policies 
in conformity and, above all, do they serve the public 
interest and do they help the hospital ? 

Are members of the governing body of each osteo- 
pathic hospital adequately informed as to their oppor- 
tunities and related responsibilities in directing the af- 
fairs of the hospital? Does the governing body have 
long-range plans for the hospital? Are there “road 
blocks” between the governing body and medical staff 
in the hospital? Do the governing body and medical 
staff carry out and integrate their respective duties 
satisfactorily ? Does each provide inspiring leadership 
for the other? 

How well do hospital administrators meet their 
responsibilities? Do they or their agents take the re- 
sponsibility of interpreting and applying A.O.A. Bu- 
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reau of Hospital policies without adequate study or 
knowledge ? 

How well do medical staff members meet their 
multiple duties in regard to records, consultations, 
training of interns, attendance at staff and department 
meetings, and other phases of hospital staff responsi- 
bilities ? 

How adequately do our medical staffs conduct the 
medical audits in their respective hospitals? Do the 
medical staffs use these audits to evaluate from time to 
time the nature and quality of patient care in their hos- 
pitals? What disciplines are applied for failure to pro- 
vide good patient care? 

How do osteopathic hospitals encourage general 
practitioners in osteopathic medicine? Do they find 
places for members of this group on the hospital staff ? 
What hospital privileges are assigned them? If the 
general practitioner is not included in the organizational 
structure and services of the hospital, what steps are 
being taken to correct this situation? 

How well do osteopathic hospital staffs conform 
with the A.O.A. Code of Ethics? Is recognition given 
to the fact that ethics violations contribute toward 
social delinquency in general? When infractions occur, 
is discipline applied by the hospital governing body or 
medical staff? If so, how effective is the discipline ? 

Do our osteopathic hospitals conduct public forums 
on health matters of interest to their respective com- 
munities? Do they aid in student selection and counsel- 
ing and other community services? Are the osteopathic 
hospitals on the black or red side of the ledger as posi- 
tive or negative values in their communities ? 

What consideration or study is being given by os- 
teopathic hospitals to the possibility that some of our 
larger and well-located hospitals should enlarge their 
purposes and facilities and become colleges for training 
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well-qualified persons as doctors of osteopathy? 


In Regard to Evaluating and Accrediting Agencies 
for Hospitals ——Do the evaluating (A.O.A. Bureau of 
Hospitals) and accrediting (A.O.A. Board of Trus- 
tees) agencies apply equitable methods and standards 
in evaluating and accrediting osteopathic hospitals ? 

Does the A.O.A. Bureau of Hospitals provide ade- 
quate inspection, guidance, and counseling services to 
the hospitals ? 

‘Does the A.O.A. Bureau of Hospitals stimulat 
friendly cooperation with osteopathic hospitals?) Would 
cooperation be helped through opportunities for work- 
shop conferences or joint meetings of the Bureau of 
Hospitals and hospital representatives ? 

Would the osteopathic hospitals support a paid 
hospital program, and should hospital inspection teams 
consist of four inspectors, one qualified by certification 
in each of the four major areas of hospital service ? 


SUMMARY 

Services of osteopathic physicians assisted by th 
osteopathic hospital system have placed osteopathy high 
among the learned professions in the health field and 
in the economic and social structure of society. 

Since the world is ever changing, the osteopathic 
profession and its hospital system are faced with con- 
tinuing problems which bear on health service in our 
time and in the years ahead. Changing human needs 
call for continuing development, self-evaluation, and im- 
provement in those phases of public service for which 
osteopathy is especially fitted. 

For these reasons, the osteopathic profession and 
its hospital system must be eternally vigilant, self-eval- 
uating, corrective, creative, and productive in their 
various efforts. 


45 Tennis Court 
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What’s Going On in Congress 


CHESTER D. SWOPE, D.O. 
Washington, D.C. 


The first session of the 84th Congress convened 
on January 5, 1955, and adjourned August 2, 1955. 
More bills (10 628) were introduced, more Committee 
reports were acted on, and more laws were passed dur- 
ing that time than in the first session of any of the four 
preceding Congresses. Eight hundred and eighty bills 
became law, of which 390 were Public Laws. The re- 
mainder were for private relief. 

The February, March, April, and October Jour- 
NALS OF THE AMERICAN OSTEOPATHIC ASSOCIATION 
contained reports on 274 bills of particular interest to 
the osteopathic profession, which had a collateral inter- 
est in perhaps 100 others. 

Manifestly it would be impossible in the time al- 
lotted on this program for me to discuss or even read 
the titles of the 274 bills in which we have a special 
interest. You will hear more about them from time to 
time as the second session of the 84th Congress gets 


underway on January 3, 1956. The second session 
takes up where the first session left off. In other words. 
bills introduced in the first session retain their status 
for consideration in the second session. 

The A.O.A. Department of Public Relations, of 
which I have the honor to be chairman, is charged with 
the duty of cooperating with the Federal Congress and 
the Federal Executive Departments in matters affecting 
the public health in general and the osteopathic profes 
sion in particular. In discharging its duty it has foun: 
that as the official agency of the A.O.A. its activities 
encompass twenty-two of the twenty-three A.O.A. af- 
filiates. 

Although there are many facets of hospital inter- 
ests in Federal law and legislation, my commentary to 
day will for the sake of convenience and practicality 
be confined to examples: the first group will be of 
interest because our hospitals are staffed by licensed 
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doctors of osteopathy, the second because a growing 
number of our hospitals are approved training institu- 
tions, the third because our hospitals are service organi- 
zations, and the fourth because of the status of our hos- 
pitals as taxpayers. 

Our first order of consideration then is legislation 
particularly affecting your staff members. There can 
be no doubt that Selective Service has a vital bearing. 
During the first session of the 84th Congress the Uni- 
versal Military Training and Service Act, which was 
due to expire June 30, 1955, was extended by Public 
Law 118, approved June 30, 1955, for 4 years or until 
June 30, 1959. Under this Act persons without suffi- 
cient prior service who are deferred to complete their 
professional college training, for internship, for resi- 
dency, or for practice in essential areas following such 
deferments are liable for induction under the regular 
draft until they reach the age of 35 years. Qualified 
osteopathic students and properly certified interns and 
residents are deferrable and are being deferred. Practi- 
tioners who make a substantial showing of essentiality 
are likewise deferred. 

Public Law 118, which extended the regular draft 
until June 30, 1959, also extended the Doctor Draft 
until June 30, 1957. So far, osteopathic physicians have 
not been required to register under the Doctor Draft. 
But that situation may change before the end of an- 
other year. If it does, doctors of osteopathy will be 
subject to induction to age 46. H. R. 483, introduced 
by Congressman Dewey Short, of Missouri, on the first 
day of the first session of the 84th Congress, expressly 
provides for the use of persons licensed to practice 
osteopathy as medical officers in the Army, Navy, and 
Air Force. On July 12, 1955, during a hearing on the 
bill before the House Committee on Armed Services, 
the Assistant Secretary of Defense (Health and Medi- 
cal), Dr. Frank B. Berry, told the Committee that the 
Defense Department favors the bill and that if it is 
enacted osteopathic physicians may expect to be regis- 
tered under the Doctor Draft and granted medical com- 
missions in the Armed Services. Dr. J. O. Watson, 
Chief Surgeon of Doctors’ Hospital in Columbus, 
Ohio, acting for the A.O.A. Department of Public Re- 
lations, told the Committee during that same hearing 
that the osteopathic profession welcomes the legislation 
under the prescribed conditions. With those assurances 
from Dr. Berry and Dr. Watson, the House Armed 
Services Committee unanimously voted in favor of the 
bill and made such strong and convincing arguments 


and recommendations that the House passed the bill ° 


by unanimous consent on July 18, 1955. The Senate 
Armed Services Committee then was given charge of 
the bill, but was unable to allot it sufficient considera- 
tion before the adjournment date of August 2, 1955. 
However, the Chairman of the Senate Committee, Sen- 
ator Richard B. Russell, of Georgia, at the instance of 
Senator Margaret Chase Smith, of Maine, author of a 
companion bill in the Senate, S. 248, and on behalf of 
the full Committee, appointed a special Subcommittee, 
consisting of Senator Symington, of Missouri, as chair- 
man, and Senator Jackson, of Washington, and Senator 
Smith, of Maine, to specially consider the bill for action 
during the second session of the 84th Congress. 


Let us now take up our second consideration, 
namely, the status of our hospitals as training institu- 
tions. Last April we told the Senate Committee on 
Labor and Public Welfare that the American Osteo- 
pathic Association supports enactment of S. 849 to 
provide for Federal grants-in-aid to accredited and non- 
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profit hospitals engaged in or competent to engage in 
research, for the purpose of defraying the cost of con- 
struction of facilities, or the installation of equipment, 
needed for the conduct of research into the causes of 
and possible cures for crippling diseases. The bill, S. 
849, cited as the “Medical Research Act of 1955,” ap- 
propriates $90 million, or rather authorizes appropria- 
tion of $30 million, over a period of the next 3 years 
for that purpose. On July 18, 1955, the bill passed the 
Senate, and it is now pending before the House Com- 
mittee of Interstate and Foreign Commerce. It is in the 
form of an amendment to the Public Health Service 
Act. The bill as it passed the Senate reads in part as 
follows: 

It is the purpose of this Title to provide for grants-in-aid 
to accredited public and other nonprofit universities and schools 
of medicine, dentistry, and osteopathy, hospitals, laboratories, 
and other public and nonprofit institutions, engaged in or com- 
petent to engage in research, for the purpose of defraying the 
cost of construction of facilities, or the purchase and installa- 
tion of equipment, needed for the conduct of research into the 
causes of and possible cures for crippling and killing diseases, 
including cancer, heart disease, poliomyelitis, nervous disorders, 
mental illness, arthritis and rheumatism, blindness, cerebral 
palsy, tuberculosis, multiple sclerosis, epilepsy, cystic fibrosis, 
and muscular dystrophy. 

The grants would be made on a 50-50 matching basis. 

On August 1, 1955, the President signed into law 
the Department of Health, Education, and Welfare 
Appropriation Act, 1956, Public Law 195, which ap- 
propriates $109,800,000 for hospital construction pay- 
ments under Parts C and G of the Hill-Burton Act. 
Part C is the basic Hill-Burton Act, and applies to aid 
for construction of general, tuberculosis, and mental 
hospitals. The Federal share under Part C is set by the 
States, somewhere between the limits of one-third and 
two-thirds. Part G is the amendment entitled “Medical 
Facilities Survey and Construction Act of 1954,” and 
is for aid for construction of diagnostic or treatment 
facilities, chronic disease facilities, rehabilitation facili- 
ties, or nursing homes. The Federal share under Part 
G is 50 per cent unless the State specifies a variable. 
Several of our hospitals have received grants under 
Part C. The Kansas City College of Osteopathy and 
Surgery has obtained approval of a grant for a diag- 
nostic or treatment facility, and the College of Osteo- 
pathic Physicians and Surgeons, of Los Angeles, has 
received approval of a grant for a rehabilitation clinic, 
both under Part G. 

The Appropriation Act also provides $1,200,000 
for grants-in-aid for projects for research, experiments, 
or demonstrations relating to the development, utiliza- 
tion, and coordination of hospital services, facilities, 
and resources. This is the first appropriation for these 
purposes, although the authority was granted by Con- 
gress in 1949, 

Our next order of consideration relates to hospitals 
as service organizations. Civilian employees of the 
United States Government are entitled to hospitaliza- 
tion in osteopathic hospitals for injuries or illness at- 
tributable to their employment, when Government fa- 
cilities are unavailable. This service is available to the 
employee upon written request. It is available because 
of the osteopathic amendment to United States Em- 
ployees’ Compensation Act in 1938. Many of our hos- 
pitals have participated under this program. 

State Officers of Vocational Rehabilitation are 
expressly authorized to use the facilities of osteopathic 
hospitals in States where osteopathic physicians are 
licensed to practice surgery for the rehabilitation of 
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persons disabled in industry or otherwise. Some of our 
hospitals have participated under this program, under 
the provisions of the Vocational Rehabilitation Act, the 
legislative history of which expressly denotes osteo- 
pathic participation under the 1954 amendment, Public 
Law 482, approved July 12, 1954. 

H. R. 7225, cited as the Social Security Amend- 
ments of 1955, which passed the House on July 18, 
1955, provides that any person insured under the Old- 
Age and Survivors’ Insurance program who becomes 
totally and permanently disabled may when he reaches 
the age of 50 obtain his full insurance premiums as 
though he were retired provided he submits himself to 
the State Vocational Rehabilitation Agency for rehabili- 
tation services. The Vocational Rehabilitation Act, 
which I have mentioned, would permit the State agen- 
cies to employ osteopathic hospitals in States where 
osteopathic physicians are licensed to practice surgery 
for rendering any necessary hospital services in the 
program. 

H. R. 397, cited as the Health Facilities Mortgage 
Insurance Act, authorizes Government insurance of 
mortgages for the construction of privately owned 
medical centers, hospitals, clinics, and other health fa- 
cilities operated on a self-sustaining basis. The prin- 
cipal obligation could not exceed $3 million, and would 
be insurable up to 80 per cent. The maturity could ex- 
tend to 30 years. The context of the bill would permit 
osteopathic participation, but we would expect confir- 
mation during the legislative history. 

Our fourth and last consideration relates to taxes. 
The Internal Revenue Code of 1954, as previously, 
provides for Federal tax exemption of nonprofit hos- 
pitals whose corporate objectives and operation rate 
them as charitable institutions. All of our intern-train- 
ing hospitals are believed to be tax-exempt. The ex- 
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emption is not automatic. It requires application and a 
proper showing with a consequent ruling of the In- 
ternal Revenue Service. 

While the employees of the hospital are eligible to 
participate in private pension plans whereby they obtain 
tax deferment on employer contributions, the staff 
physicians, in common with other self-employed per- 
sons, have no comparable vehicle for tax deferment. 
In order to remedy that apparent discrimination, there 
have been introduced in Congress a number of bills 
providing for exclusion of a portion of income paid to 
a Restricted Retirement Fund or as premiums under a 
restricted retirement annuity contract. In other words, 
the bills permit a self-employed person to have deferred 
until distribution the tax on the portion of income 
which he has paid to a restricted retirement fund or 
as premiums under a restricted retirement annuity con- 
tract, provided the fund or annuity contract requires 
that distribution during his lifetime may not be made 
to him prior to age 65, except in case of total and per- 
manent disability. The American Osteopathic Associa- 
tion is on record in favor of these plans, but has with- 
held complete approval because some of the bills re- 
quire that certifications of total and permanent dis- 
ability which would permit withdrawal from the fund 
prior to age 65 may not be made except by a licensed 
doctor of medicine. We have asked the House Ways 
and Means Committee for an amendment making a 
licensed doctor of osteopathy eligible to make the dis- 
ability certification. 

As I stated at the outset, it is impracticable to at- 
tempt to run the gamut of our entire legislative sched- 
ule in any single talk. It would overtax your endurance 
and outlast my welcome. What has been said is intended 
to cover the high spots of interest to you. 


Farragut Medical Bldg. 


Cutting Costs and Avoiding Waste by Proper Planning 


W. T. SANGER, B.A., M.A., Ph.D. 
President, Medical College of Virginia 
Richmond, Va. 


Why does hospital service cost so much? One rea- 
son is that 60 per cent of a hospital’s costs are for labor, 
and labor costs are rising today. A hospital may be 
likened to a hotel where everybody is sick and getting 
24-hour service; thus hospital care is more expensive 
than hotel care. 

There is a hidden factor in hospital expenses that 
few people recognize ; it may be called a factor of safe- 
ty or insurance. A hospital must be organized in such 
a way that complete therapeutic and diagnostic re- 
sources can be provided, even though no one patient 
will ever need them all. As the range of such resources 
broadens, their cost is bound to go up, and since medi- 
cal science is broadening all the time, these costs will 
not go down in the future. 

Proper planning can cut costs from several differ- 
ent standpoints. One is from physical or plant plan- 
ning. The size of a nursing unit can be too small for 
efficiency ; a unit for twenty-four to thirty patients is 
the optimal size. The location of service units in rela- 
tion to allied departments can result in more or less effi- 
cient operation. For instance, the location of the 
kitchen too far from the nursing units wastes many 
steps and much time. One properly placed x-ray de- 


partment can serve-both the emergency and outpatient 
departments, as well as other departments, and help 
screen more rapidly the patients eligible for hospital 
admission. 

Admissions and credit and collection departments 
should be closely related both in physical layout and in 
policy. They should be so closely allied that there can 
be no argument about responsibility. This is one very 
important place to cut costs by proper planning. Early 
collection of bills is fundamental for efficient operation, 
and hospitals should take advantage of hospital lien 
laws if there are any in their particular state. 

’ Labor-saving devices have their place in cutting 
hospital costs. For example, a patient-nurse intercom- 
munication device can cut the number of steps needed 
by as much as 40 per cent. The Bell Telephone Com- 
pany has developed a special telephone for patients 
which gives both inside and outside contacts. A tube 
system for conveying drugs, records, et cetera is faster 
and more economical than a conveyor or messenger 
system. 

Careful planning of services can help cut costs. 
Small hospitals have an uncomplicated service pattern, 
while in larger institutions the reverse is true. One of 
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the best ways to determine whether an administration 
is efficient is to chart all administrative functions close- 
ly and check the talents available against the functions 
performed. 

Two primary cost-cutting factors in nursing serv- 
ice are: (1) providing complete nursing service and 
billing the patients for it, and (2) grading cases ac- 
cording to their length of stay. The hospital can save 
itself and its patients money by offering a complete 
nursing service and depending as little as possible on 
private nurses. One drawback may be that people tend 
to want a nurse in the room all the time. However, 
private duty nurses are not likely to be as up to date 
as floor nurses. Increasingly, registered nurses are be- 
coming physicians’ assistants. 

Hospitals can also cut costs in their nursing serv- 
ice by tailoring the service to the patient’s length of 
stay and illness. Admittedly, a larger hospital is needed 
io provide this grouping. Patients who stay longer or 
those with chronic illnesses can be provided with library 
or recreational facilities and perhaps use a common 
dining room for their meals. 

Food costs and ways to hold them down must be 
tailored to the particular institution’s needs and size. 

Maintenance and housekeeping make a primary 
impression on costs. It is worth while to pay a good 
executive housekeeper or to find someone interested in 
housekeeping to send to such a program as the Cornell 
course in hotel management. Such a person is an im- 
portant executive. The housekeeper and the mainte- 
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nance superintendent should make rounds together. 
They can discover many points of preventive mainte- 
nance. A great deal of waste in hospitals is charged 
to theft. The housekeeper should establish a program 
to check all items. A deferred-maintenance system is 
another money-saver. 

Washing and sterilizing rubber gloves centrally 
keeps down the cost. 

If a hospital’s electricity is metered at more than 
one point, a higher rate is paid. One reading or a con- 
solidated one should be arranged. 

Anti-waste campaigns can be made dramatic by 
preparing an exhibit of things wasted and showing the 
cost of each. This is particularly valuable to nursing 
personnel. Mobile exhibits can be taken through the 
hospital on a surgical cart. 

The bigger the operation, the more important is 
the complete purchasing inventory and prompt cost ac- 
counting. IBM equipment is fast, but it is costly. 

The bigger the hospital, the more important are 
personnel policies. 

The hospital’s budget should be kept within 1 or 2 
per cent of the estimate for the year. This can be done 
only by developing a sense of responsibility in depart- 
ment heads—by letting them see and help formulate the 
budget. 

The administrator should constantly study service 
facilities, utilities, personnel, budget, et cetera in order 
to economize in every way possible. 


Standardization of Hospital Accounting Systems 


HEBER GRANT 


Burbank Hospital 
Burbank, Calif. 


Last year, at the meeting in Dallas, two discussions 
on the importance of standard accounting systems were 
heard. One administrator, who is a trained accountant, 
advocated an elaborate and up-to-the-minute cost ac- 
counting system as being most useful to him. The other 
speaker also favored a standard hospital accounting 
system, but he suggested the use of an outside account- 
ing firm to operate the system for a small hospital. 

My position is about midway between these two. 
| am not a professional accountant ; however, our hos- 
pital of forty-seven beds employs one on a full-time 
basis, and I make almost daily use of his reports and 
recommendations. I would like to point out some of the 
benefits that the administrator, whether trained in ac- 
counting or not, can gain from the use of a standard- 
ized accounting system, regardless of the size of the 
hospital. 

In the first place, there is already a standard ac- 
counting system for hospitals which was published by 
the American Hospital Association 20 years ago and 
which is being accepted as the authority by more hos- 
pitals every year. One reason for using it is its sim- 
plicity in reporting to Blue Cross or other agencies 
which may require financial statements based on the 
standard classification of accounts. As more account- 
ants become trained and experienced in hospital ac- 
counting, its use will become more widespread. 

Many accountants and business office personnel are 
joining the American Association of Hospital Account- 
ants whose primary objective, as stated in its official 


journal, Hospital Accounting, is “to promote uniformity 
and efficiency in hospital accounting.” 

In local and national meetings of hospital leaders, 
more and more time is being devoted to subjects re- 
lated to accounting. How can these subjects be dis- 
cussed intelligently unless everyone is talking the same 
language, using words that have the same meaning 
for all? 

Every hospital administrator is interested in hos- 
pital costs. He is interested not only in whether he can 
make a better showing in the hospital and its various 
departments, but whether hospital X in the next town 
is doing better than his hospital, and if so, why? 

I belong to an informal group of six hospital ad- 
ministrators who meet monthly to discuss mutual prob- 
lems. All six hospitals are similar in size, organization, 
and type of service. We have a free interchange of 
opinions and information about all of the problems of 
hospital administration. We have confidence in the 
comparability of our costs because they are based on 
reports which we submit semiannually to Blue Cross, 
which in turn conform to the American Hospital Asso- 
ciation’s standard classification of accounts. 

Another factor which is leading to the adoption of 
standardized systems is the growing use of machine 
accounting. While it is true that there are machines 
made to fit almost any system, an administrator who 
expects to spend several thousand dollars on an ac- 
counting machine will want to be sure that his system 
is sound and efficient and that it can be used without 
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major changes during the estimated life of the machine. 

Fortunately, the major accounting machine manu- 
facturers have realized that they must do more than 
sell their machines. They provide assistance and advice 
in designing and installing the systems that go with 
them. They have learned that a hospital has special 
accounting problems, and several of them have set up 
special hospital accounting departments. The National 
Cash Register Company in particular has developed a 
complete manual of accounting procedures to go with 
its machine. This manual contains not only sample 
forms and procedures but even office layouts and a 
brief history of the growth of hospitals. 

In several states—notably in Illinois, Kansas, and 
Pennsylvania—this standardization has been carried a 
step farther. The accounting machine manufacturers 
and the Blue Cross have cooperated to produce a stand- 
ard billing form which makes the patient’s statement 
and the insurance billing in one operation. Such a 
standardized form has not yet been developed in Cali- 
fornia; however, the California Blue Cross will accept 
any hospital’s machine billing form which meets certain 
minimum standards. 

The California Blue Cross has made an innovation 
in billing procedures which is unique and worthy of 
notice. Once a day, at a specified time, the hospital’s 
insurance clerk calls in all Blue Cross admissions by 
telephone. These calls are tape recorded, then verified, 
by the Blue Cross office. The claim forms prepared by 
Biue Cross are mailed back to the hospital the same 
day. During the initial trial period when this system 
was first put into use, Burbank Hospital had the honor 
of being the first osteopathic hospital to operate under 
it. The result has been a saving of from 24 to 72 hours 
in the time required to receive confirmation of Blue 
Cross coverage, plus a reduction in the clerical work 
formerly necessary in preparing the claim forms. 

How does standardized accounting aid the admin- 
istrator who is not an accountant, and who is primarily 
interested only in whether the figure at the bottom of 
the financial statement is in red or black? In the first 
place, it gives him assurance that his accounting de- 
partment is being run in accordance with a generally 
accepted standard. This should be even more important 
to the administrator who does not understand account- 
ing than to one who does. It is his guarantee that state- 
ments presented to his board or to the public are fair 
and representative statements of the hospital’s financial 
status. It is his guarantee that the accountant or ac- 
counting firm responsible for the accounting records is 
familiar with the problems peculiar to hospital ac- 
counting. 

As standard accounting methods become more 
widely accepted, the employment and training of office 
personnel will become easier. Office employees with 
previous. hospital experience will be familiar with 
standard hospital methods and will fit into the organi- 
zation with a minimum of instruction. Employees not 
already trained in hospital methods will be able to study 
the manuals and publications of national magazines 
and organizations dealing with standard methods. With 
standardized accounting, the time may come when the 
office employee will be able to adapt to her duties as 
quickly as the registered nurse or the laboratory tech- 
nician, 

There is another problem which administrators do 
not like to face, but which is ever present: the problem 
of turnover of administrators. How much easier these 


changes would be for both the administrator and hos- 
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pital personnel if it could be taken for granted that 
uniform accounting methods are being used and that 
the new administrator understands and approves of 
them. 

Because hospitals are not, as a rule, highly com- 
petitive, it is easy for an inefficiently run hospital to set 
its rates as high as is necessary to meet costs—and even 
higher sometimes! With the general use of standard 
accounting methods, it may someday be possible to de- 
termine what the fair cost is for specific kinds of hos- 
pital care. Then a hospital will be able to measure its 
costs against an established standard of efficiency. It 
will know not just whether it is operating in the red 
or black, but whether it is operating economically for 
the community and, perhaps, whether it is really suited 
to the type of service it is performing. 

Two general hospitals operating in the same town 
at less than normal capacity might find that they could 
serve the community better and more economically if 
one of them restricted itself to chronic convalescent 
care. This may sound visionary in a time of hospital 
bed shortages, but it has already happened in some 
parts of the country. Even in Los Angeles, the large 
city hospitals are faced with a decrease in their patient 
load as new suburban hospitals are being erected. 

Undoubtedly wages will continue to rise, and the 
cost of supplies will go up, too. This means that econ- 
omy must be sought principally in more efficient use of 
the personnel and facilities that are already being paid 
for. More efficient use means full capacity use. Any 
hospital may have certain months of the year, or cer- 
tain days of the week, when it operates at less than 
capacity. Obviously, a half-full hospital will cost just 
twice as much per patient day as a full one. Where is 
the break-even point? What is the cost per patient-day 
above this break-even point? Studies at Burbank Hos- 
pital show that it may cost as little as six dollars per 
day to care for a patient after payroll and fixed ex- 
penses have been met. It might actually be profitable 
to admit free and part-pay patients during slack pe- 
riods. In addition to keeping the hospital operating at 
normal capacity, this practice may bring in dividends 
of good will for the hospital and for osteopathy. It is a 
known fact that some patients are lost to osteopathy 
because, when the patient needed hospitalization, he 
went to a veterans’ hospital or a city or county institu- 
tion. These patients are not necessarily indigents or 
paupers. They may be real supporters of osteopathy, 
but are unprepared for the expense of illness or sur- 
gery. Many of these patients will come back to their 
doctors after their hospitalization; however, some of 
them will be lost to osteopathy forever. Every adminis- 
trator should examine his charity record and compare 
it with other hospitals in his category. What termi- 
nology is used—charity, free work, discount, uncol- 
lectible account? Is there a distinction between charity 
and bad debts? How is it regulated and accounted for? 
Here again there is a need for standardized terms and 
procedures. 

In a hospital, more than anywhere else, there is a 
need for a uniform and understandable billing form. 
The average patient comes into a hospital not knowing 
what is going to be done to him and having only a 
general idea of what it will cost. (More often than not, 
his guess is from 50 to 75 per cent too low.) He has 
nothing to say about the treatment he gets or its price. 
Often all he has to take home is a neat scar and a bill 
for three hundred and fifty dollars. Certainly he is 
entitled to a clear statement of charges. Instead, he gets 
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a sheet with numerous columns headed by unfamiliar 
terms and spotted with code letters and symbols de- 
noting other unfamiliar words. I have seen a statement 
with coding at the bottom for thirty different miscel- 
laneous items. Most statements seem to be designed 
for the convenience of the accounting office or the 
insurance companies rather than for the enlightenment 
of the patient. Of course, a line has to be drawn some- 
where between a bare statement “for services ren- 
dered,” such as doctors give, and a complete transcrip- 
tion of the patient’s medical history. The uniform 
billing form of the Illinois Blue Cross is a right step in 
this direction. Burbank Hospital’s contribution toward 
more understandable billings is an “Explanation of 
Charges” printed on the reverse side of the statement, 
which briefly describes what items are charged in each 
column. It also explains the patient’s privilege to ques- 
tion the bill and to examine the original charge slips. 
Rather than creating doubt and encouraging demands 
for itemized statements, this practice decreases them. 

What are some of the difficulties one may expect 
in changing to a standard accounting system? For one 
thing, a basis of comparison with previous years will 
be lost. However, this may not be such a handicap. 
Where comparisons cannot be made, fewer questions 
will be asked. The administrator will find himself look- 
ing more to the future than to the past. He will feel 
freer to try new methods, new forms, and new com- 
binations than he was when everything was measured 
by the past. 

Inevitably, people with a natural antagonism to 
change will be found in any organization. These people 
will usually make it a point to blame every difficulty 
that arises on the “new system.” Problems and misun- 
derstandings that have existed for years are suddenly 
the fault of the new system. They will say that the new 
system has doubled the amount of work to be done. By 
closely checking into the daily routine, one may find 
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that the work actually has been doubled, because a few 
die-hards not only are working under the new system, 
but are continuing to carry out the routine of the old 
system at the same time. 

And here is where the value of change for its own 
sake is learned. One innovation triggers a re-evaluation 
of all methods and routines. Unexpected duplications 
and waste motions are found. Some “free riders” may 
be uncovered as well as some unsuspected talents. Files 
will be up-dated. The organization will be jogged out 
of its comfortable rut and encouraged to take a fresh 
and objective view of its daily tasks. 

At first glance the American Hospital Association 
Manual of Accounting may appear fine for a large 
hospital, but too elaborate and complicated for a smaller 
one. I disagree. The standard hospital accounting sys- 
tem is extremely flexible. It can be used for the most 
detailed as well as for the simplest set of hospital books. 
Although it recommends accrual accounting, it can be 
used for a cash system as well. It can be operated by 
machine or manual methods. Once this system is in 
effect, no matter how simply the books are kept, one 
can prepare statements and reports that will be com- 
parable to other hospitals, large and small, all over the 
country. 

I don’t mean to imply that a standard accounting 
system is the answer to all administrative problems. It 
is a tool, just as a standard medical record system is a 
tool, for good administration. Properly used, it pro- 
vides the administrator with a source of information 
and control over the hospital’s operation that is abso- 
lutely essential for efficient management. 

It is possible to run a good hospital without it. 
It is even possible to make some money without it. But 
I believe that with a standard hospital accounting sys- 
tem, any administrator can do a better job. 


466 E. Olive Ave. 


Training of Nursing Aides and Auxiliary Helpers 


MARGARET G. ARNSTEIN 
Chief, Division of Nursing Resources 
Department of Health, Education, and Welfare 
Washington, D.C. 


The nation-wide nursing aid training project, 
which the Public Health Service initiated at the sug- 
gestion of the National Health Resources Advisory 
Committee of the Office of Defense Mobilization, was 
undertaken as an over-all effort to improve the care 
of patients. 

The person who knows how to do his job is more 
secure and more efficient than the one who does not. 
In a hospital, an aide who is trained to do the job is 
also safer. I wonder about the chances we take when 
we hire an untrained person who comes to a hospital 
wanting a job. Frequently she has little or no organized 
instruction. She is shown what to do by the nurses on 
the wards if and when they have time. 

The person who knows how to do a job is also 
likely to be more satisfied with it. This is an important 
factor in preventing some of the turnover that occurs 
among hospital employees. In general, there is a great 
deal of turnover among the aides. Part of it is due, of 
course, to the great mobility of American families these 
days. People follow industry in their movements. Aides 


—and their husbands—may say, “Florida is lovely in 
the winter,” or “We would like to see California,” and 
off they go. However, their satisfaction with their jobs 
can have some influence on their decision to move. 

In the nursing aide training program, we are 
working with people who are already in their jobs. 
Since 1943 the number of aides in general hospitals 
has more than tripled. There were 34,000 then, and in 
1954 there were 117,000. This tremendous increase was 
one reason a training program seemed necessary. 

In some hospitals, the aides have been well trained, 
but because of the great amount of turnover, training 
programs have had to be repeated at short intervals. 
Some hospitals had programs ranging from 1 week to 
2 months in length, with classes and supervised prac- 
tice on the wards, but these were in the minority. Most 
hospital employees had little organized training. 

In 1952 four different groups, maybe others, had 
the idea at about the same time that there should be a 
training project. These groups were the National Com- 
mittee for the Improvement of Nursing Service, the 
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Health Resources Advisory Committee, the National 
League for Nursing, and the Public Health Service. 
The Health Resources Advisory Committee asked the 
Division of Nursing Resources of the Public Health 
Service to determine what was needed. 

We studied the situation, collected information on 
the various teaching programs for aides, visited a num- 
ber of them, and then from this background designed 
the program. 

We wanted a handbook that could be used in any 
hospital, even if the staff members who would be teach- 
ing the aides had no previous preparation for teaching. 
Since there was almost no common core of duties the 
aides were performing in all hospitals, we decided to 
prepare a looseleaf type of book so hospitals could take 
out material they would not need and put in additional 
material as necessary. We thought out the order of the 
material carefully and wrote and arranged the lessons 
so they can be shifted according to hospitals’ needs. 
The result was the “Handbook for Nursing Aides in 
Hospitals.” The Division of Nursing Resources also 
wrote and issued the “Nursing Aide Instructor’s Guide” 
for teachers in the project. 

The American Hospital Association underwrote 
the printing and distribution of the “Handbook” which 
came from the press early in 1954. The-National League 
for Nursing arranged to conduct teacher training insti- 
tutes across the country. State leagues for nursing 
organized committees representing nurses, hospitals, 
and vocational education to guide the project in the 
states. 

Since the Public Health Service is not connected 
with the actual teaching phases of the project, only in 
the early days of the program did we have any contacts 
with the state and local committees that were estab- 
lished. There has been a good deal of interest and 
cooperation on the part of many people, for example, 
industrial representatives. The state departments of 
vocational education have been extremely helpful and 
in some places have themselves employed the teacher 
trainers. Every state now has a committee, and thirty- 
seven states have training programs. 

The basic plan is to send one to four teachers from 
a state to a regional institute. They return and arrange 
local workshops where they teach the people who will 
instruct the aides. We recommend that not more than 
eight persons should be included in a training group. 
When possible, the hospitals select supervisors or head 
nurses to teach the aides, but often it has been neces- 
sary to use staff nurses or even practical nurses as the 
instructors. 

Both the “Handbook” and the “Instructor’s Guide” 
are used in the institutes, the workshops, and the 
hospitals. 

In the teaching method followed, the first step is 
to make a skill inventory to find out just what skills 
the aides already have and what skills they need to de- 
velop. Instruction may start with procedures about 
which the aides know the least, or it may go straight 
through all the procedures they are expected to know. 
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The following four-step method is used: 

1. The students are put at ease, and the purpose 
of the lesson is explained. 

2. The procedure is demonstrated. 

3. The demonstration is performed by the stu- 
dents. 

4. The students practice with supervision. 

This method is so simple and logical that everyone 
would probably use it naturally, without realizing there 
are four steps. 

The National League for Nursing recommends 
that the teacher who conducts the institute should later 
visit those who attended in their own hospitals. In one 
state where funds were not available for this kind of 
follow-up, the project has been thought less successful 
than it might have been if follow-up had been possible. 

The latest survey on the extent of the project was 
made in August, 1955. In about 18 months, 1,350 hos- 
pitals and nursing homes sent personnel to the insti- 
tutes. These hospitals employ approximately 72,000 
aides, or almost two-thirds of all aides working in hos- 
pitals. We do not actually know, of course, whether 
every one of these aides received the training ; however, 
there was at least someone available in the hospital who 
could teach them. 

The response to the program has been remarkable. 
Nobody seems to mind minor obstacles, bad weather, 
inconvenient travel schedules, or extra work. In Min- 
nesota last winter one of the teachers planned a trip to 
a northern town. So much snow was falling that she 
left her car home and traveled by bus. At her desti- 
nation she found the whole town snowbound and no 
taxis running, but the local police provided transporta- 
tion to the hospital. In Montana a teacher got off the 
train in a blizzard. Forty-three inches of snow had 
fallen and the only thing moving was a jeep. The jeep 
took her to the hospital where she found five trainers 
had turned out. It is interesting, enlightening, and 
heartening to hear about this kind of enthusiasm for 
a project. 

This program works best in hospitals where every- 
one understands and prepares for it. Hospital adminis- 
trators, doctors, patients, aides, instructors—all have 
expressed their enthusiasm and pleasure. We have had 
letters reporting that where the aides are well trained, 
the patients are more comfortable and better satisfied. 
Such expressions more than compensate for weather 
difficulties or the problems of releasing people from 
their jobs to attend workshops; in fact, most of the 
hospitals and nursing homes have taken action to over- 
come any minor difficulties of this sort. 

It is typically American to be enthusiastic about 
a new program. This is seen in our advertising. The ads 
always play up the benefits of something new. In this 
particular project, however, the important thing is to 
continue. We recognize this, and a meeting will be held 
soon to discuss ways and means of assisting hospitals 
to continue the aide training program. The accomplish- 
ments in less than 2 years make us confident this can 
be done. 


ll 
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People who work in hospitals—hospital employees 
—are no different from those who work at Joe’s Diner, 
the Ford Motor Company, or any other working place. 
I have had experience in both private industry and hos- 
pitals. I am always amazed that so many hospital ad- 
ministrators seem to expect hospital employees some- 
how to be different, to act differently, to accept different 
treatment, and to work for less money. It is this atti- 
tude which has caused so many hospital administrators 
to be upset and disappointed when the best personnel 
relations are not obtained. The first step in improving 
employee morale is to become convinced that hospitals, 
in order to provide their priceless service, must employ 
the most competent people available, pay them fairly, 
and treat them the same as any other employee is 
treated. 

By way of background, let me review briefly the 
history of industrial relations in America during the 
last 75 years. During the Industrial Revolution, fac- 
tories took the place of independently owned tools, 
town life took the place of the freer country life, and, 
in essence, the impersonal took the place of the personal 
in work relationships. This was the period when arti- 
sans began to sell their labor and, too often, themselves. 
\Vith mass factory production, there was created the 
situation in which a man like Frederick Taylor could 
observe that human beings so employed could be made 
to work more like the factory machines. This was the 
period when industry was devoted to gearing workers 
to the repetitive process of the assembly line. This was 
the heyday of time and motion study, and eventually 
the hated ‘‘speed-up” in industry which led to so many 
conflicts. . 

It must have been inevitable that, following the 
initial increased production, there came a leveling off 
in production, and finally a diminishing, in spite of all 
the scientific approaches. Industrial managers were 
puzzled to find the source of the failure. They con- 
cluded, quite reasonably, that they had been asking too 
much of their employees, while not giving enough in 
return. There followed then the era of “welfare man- 
agement” ; incentives, bonuses, and gimmicks galore in 
an effort to cajole the employees into a mood of greater 
productivity. Here again there was initial success, fol- 
lowed by failure. Once again, managers of mer were 
puzzled. 

This was the situation which led to very specific 
studies to learn the reason why. The classic studies are 
those made by Elton Mayo, primarily in connection 
with experiments conducted in the Hawthorne Works 
of General Electric Company, located in Chicago. 
Briefly, the experiments were these: Two groups of 
young women whose work was the assembly of electric 
relays were selected. One group was set apart in its 
own work area, but continued to work under the same 
working conditions as before. The second group also 
Was set up in its own work area, but working conditions 
were changed from time to time. For example, pay was 
increased, hours were shortened, the heating and the 
lighting were varied, and rest and refreshment periods 
were alternated. The result observed was that produc- 
tion improved in both groups, and it continued to im- 
prove with each item of experimentation. Finally, each 


group was returned to the original place and conditions 
of work. What happened? Production went up again 
and stayed up. Specific and lengthy interviewing re- 
vealed that there were two reasons for the behavior of 
these women. First of all, the women felt that since 
they were singled out for these experiments, it meant 
that the company was interested in them as individuals, 
and this gave them such a lift in their spirits that it was 
almost automatic that they could produce more work. 

Secondly, the women placed together in experimen- 
tal groups developed among themselves a bond of com- 
mon interest and pride in being a part of a group 
selected for experimentation. This gave a further lift 
to their spirits, and the effect persisted, even after their 
return to their original conditions of work. These studies 
were continued over a period of years, with the results 
and the conclusions the same. There was no doubt that 
human beings bring to their work place their inner- 
most desires to be valued, to be important, to be appre- 
ciated. Dostoevsky wrote, “If it were desired to reduce 
a man to nothing, it would be necessary only to give 
his work a character of uselessness.”” Clarence Frances, 
chairman of General Foods, put it this way, “You can 
buy a man’s time; you can buy a man’s physical pres- 
ence at a given place ; you can buy a measured number 
of skilled muscular motions per hour or per day. But, 
you cannot buy enthusiasm; you cannot buy initiative ; 
you cannot buy loyalty ; you cannot buy the devotion of 
hearts, minds, and souls. You have to earn these things. 
It is ironic that Americans—the most advanced people 
technically, mechanically, and industrially—should have 
waited until a comparatively recent period to inquire 
into the most promising single source of productivity : 
namely, the human will to work.” 

This manifestation of the human spirit is at the 
heart of employee morale, for morale must refer to the 
degree of realization at the work place of the innermost 
yearnings of the employee. Whether the employee is a 
hospital employee or a factory employee, the spirit is 
the same. It is not possible to hire a man for his physi- 
cal work alone. His spirit, namely, his strivings and his 
desires, come to work with him every day. It is the task 
of the hospital administrator to reckon with this fact 
and make effective use of it in operating his hospital 
and in rendering service to his patients. Recently, a 
Philadelphia minister prayed, “In the name of the dig- 
nity of Thy children.” As administrators we must ap- 
proach our relations with our employees in the name 
of the dignity of the human spirit. 

To test the truth of this, the administrator should 
use himself as the measure. It is an interesting and 
wonderful phenomenon of human relations that, where- 
as we cannot see ourselves as others see us, we can 
somehow see others if we look within ourselves. The 
administrator should count the days in his work life 
which have been spoiled by lack of appreciation, by 
inability to achieve objectives, by failure of plans. The 
work turned out during these days probably was not 
worth two cents. These were the days when-all one’s 
fortitude was necessary to persuade oneself that it was 
worth while, after all, to continue the effort, when one 
wished that the people above and below could under- 
stand one’s plans and ambitions. It is the same with 
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any employee, whether this employee be administrator 
or floor polisher. The level may be different, but the 
spiritual essence is the same. 

Perhaps this has all been said better by the job 
applicant who wrote under “Reason for leaving last job” 
the answer, “Sickness.” The interviewer, being alert to 
a possible bad risk, asked the applicant to elaborate 
what he meant by the word “sickness.’”’ His answer was, 
“T just mean that I was sick of the whole place.” In the 
new play “A Hatful of Rain,” one of the characters 
was asked how she liked her job. She answered: “Six 
years ago, I went te work in that air-conditioned, car- 
peted palace. I could take dictation at 120 words a min- 
ute, and I could type ninety words a minute. For six 
years now, all I do is shift papers from one desk 
drawer to another desk drawer. The work days get 
shorter, and the vacations get longer. Every week there 
is an extra coffee break. Every six months, my boss 
calls me in and asks me if I am happy. Nobody quits 
that place, and nobody ever gets fired. Honestly, it is 
the dullest job on earth. I don’t know whether to laugh 
or cry—yesterday I got another raise.” 

But how to achieve the blessed and blissful state 
of employee happiness? Is the answer to wear a smile, 
all day, every day? Should the administrator, perhaps, 
place a flower in his buttonhole every morning? Should 
he take the attitude of the tycoon who explained his 
employee relations program by saying, “We throw ‘em 
a picnic in the spring—that keeps ‘em happy until the 
Christmas party.” 

First of all, the administrator must be sure that 
he wants to improve employee morale because he knows 
that it will improve the work of his employees and thus 
better serve his patients. If the administrator is content 
to regard his employees as mere pairs of hands, there 
is no point in wasting time with employee relations. 
Whatever that administrator gets in the way of poor 
performance and poor service will be only what he 
deserves. 

Improvement of employee morale is a long-term 
objective and requires dedication of purpose and hard 
work. It calls for a program which must be pursued 
without relaxation, no matter how meager the observ- 
able returns may be from time to time. This program 
must be based on the simple recognition that employees 
have in common certain basic wants or desires and 
that they seek the satisfaction of these in their work. 
The administrator must endeavor to pursue a positive 
policy, aimed at helping employees to find in their work 
the personal satisfactions which they seek. 

It has been demonstrated in many surveys of em- 
ployee morale that wages are not the primary consider- 
ation with most employees. Because hospital wages are 
so frequently below the community average, it is prob- 
ably fair to assume that hospital employees are more 
preoccupied with wages than are employees in private 
industry. Unfortunately, the financial predicament of 
most hospitals is such that they cannot meet community 
wage standards. The administrator can, however, make 
the most of what he has to offer. Even in the smallest 
hospital, jobs and wages can be studied and an equitable 
wage program arranged and regular and fair standards 
of advancement provided. The aim should be a gradual 
improvement of the total wage structure. Such a policy 
on the part of the hospital must be presented fairly to 
the employees and understood by them, so that they will 
accept the fact that the administration is as interested 
as it can be in their economic welfare. 


While arranging an equitable wage program, the 
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hospital administration must also arrive at and make 
known definite policies with regard to other areas of 
employee relations, such as hours of work, vacations, 
holidays, and the like. The favoritism and vagueness 
which so often exist must be replaced by a definite 
policy and fairness in its administration. 

Hospitals are not noted for their promotional op- 
portunities for employees. This is, without doubt, with- 
in the nature of their operations, but a great deal mor: 
can be done than most are doing. Within departments 
and between departments, a line of promotional oppor- 
tunity can be established and can be made available to 
employees who deserve these opportunities. The self. 
ishness of a department head has been known to stand 
in the way of promotional opportunity of a valued 
employee. The hospital’s policy must not permit such 
incidents. 

Fortunately, job security exists for the bulk of 
hospital employees. Somehow hospitals continue to 
operate through fair weather and foul, and the em- 
ployees can count on continuous employment. If, in 
addition, there exists a fair wage program, a positive 
personnel policy, and an arrangement for promotional 
opportunities, the hospital administration has gone a 
long way toward meeting the needs of the employees 
in economic matters. 

I believe that the employees’ desire for adequate 
and fair supervision is an area in which most hospitals 
are found wanting. The lack of proper supervision is 
followed by improper job training, frustration, and dis- 
couragement. Even the smallest hospital has its super- 
visory echelon, from the administrator down, and it is 
with this group that study and instruction can be car- 
ried on in the area of supervisory relationships. It can- 
not be taken for granted that the usual supervisor 
knows instinctively how to supervise. The ability does 
not automatically accompany the assignment. Through 
better supervision can be found the way to a greater 
degree of contentment on the job for one’s employees. 

We, who are so closely interwoven with the daily 
operations of hospitals, take it for granted that our 
work is important to the individuals we serve and to 
the community. It must be remembered that all hospital 
employees have within them the desire to feel the im- 
portance of their jobs. In job instruction processes, in 
supervisory relations, in the whole area of personnel 
relations, the administrator should constantly make it 
clear to each employee, regardless of his job, that the 
service the hospital renders is a team service, and that 
the strength of the team is no better than the strength 
of any individual member. He should point out that 
clean windows and attractive trays are just as impor- 
tant to the well-being of the patients as good nursing 
care. 

It will hardly prove possible to stress the impor 
tance of the employees’ work without also giving the 
recognition which is so much desired. This recognition 
is‘too important to be left to chance. Establish a defi 
nite pattern for employee recognition, both on an indi 
vidual and on a group basis. Such recognition can be 
of many and varied kinds; the means is not important 
What is important is to see that recognition occurs 
when it should. 

Employees also must be able to find in their jobs 
the opportunity for self-expression which the human 
spirit so earnestly desires. The administrator must 
make ample room for initiative. He must keep the lines 
of communication open, so that his employees feel free 
at all times to participate fully in the operation of the 
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hospital and to give of themselves to the greatest de- 
gree. This must become an integral part of any pro- 
gram of employee relations, bound up with the entire 
training and supervision program. Above all, the ad- 
ministrator must lead the way with an open mind and 
a receptive ear. 

It is the nature of employees to want to be loyal 
and devoted to the organization with which they are 
associated. The internal operation of the hospital and 
its standing in the community must be such that the 
employees will have no doubt that their hospital is 
worthy of their support and their best efforts. It must 
be known that poor standards are not tolerated, and 
that mediocre standards are not good enough. When 
the employees see that the administrator is dedicated 
to a program of improvement, they will gladly follow 
him and help him in its achievement. 
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In conclusion : If the morale of the employees is to 
be raised, they must be able at all times to maintain 
their self-respect. This, to my mind, is the priceless 
heritage of every human being. It is a prime motiva- 
tion, and it must never be jeopardized. The adminis- 
trator has a right to expect the highest standard of per- 
formance from his employees within their ability to 
give it. However, he must be careful that the atmos- 
phere of employee relations does not frustrate and 
inhibit the very thing he is seeking to develop. 

I humbly suggest that if things are done “In the 
name of the dignity of Thy children,” a sound, prac- 
tical, and progressive program of human relations will 
be constructed. Inevitably such a program will be fol- 
lowed by the highest morale and the best service that 
can be rendered. 
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The importance of standardized statistics and their 
relationship to accounting records will be presented in 
this paper. Generally, the discussion will be confined 
to material of interest to the small hospital, for I be- 
lieve that the majority of the hospitals in our Associa- 
tion fall within this classification. 

I assume that, by now, the necessity of uniform 
procedures in the field of hospital accounting is ac- 
cepted. Certainly there is no reason why small hospitals 
cannot adopt uniform accounting procedures, for it is 
easily accomplished by scaling down any recognized 
pattern of hospital account classifications and statistics. 

The fact that there are’ no two hospitals exactly 
alike constitutes one justification for standardization of 
accounting and statistical data. Statistics furnish the 
base for a good accounting system, and without stand- 
ard and uniform statistics one cannot have comparative 
statements. The main value of uniform accounting and 
statistics is the availability of a standard measuring 
stick for comparisons, not only within the hospital, but 
with other hospitals and outside agencies. It is elemen- 
tary that the effectiveness of a written report depends 
entirely upon its terminology meaning the same to the 
person who reads it as to the person who prepares it. 

Unfortunately, the misuse of hospital statistics has 
brought them into disrepute. Statistics, as popularly 
conceived, present only the numerical side of a problem, 
and conclusions drawn from figures alone may have 
misleading results—hence the saying that a statistician 
is a man who goes directly from an unwarranted as- 
sumption to a preconceived conclusion. 

The truth of the matter is that hospital statistics 
in any form can never replace sound business judgment 
and good common sense on the part of the hospital 
administrator, but the administrator’s judgment can be 
materially improved and made more effective by use of 
information from his statistical records. The adminis- 
trator must beware of needless statistics, for the collec- 
tion of facts, just because they are facts, is useless and 
costly. There must be sound reason for the preparation 
of statistics. 

Three reasons for standardized statistics are: 
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1. The administrator can compare the operation of 
his hospital with other hospitals. 

2. The position of the hospital in relation to out- 
side agencies, such as Blue Cross and other insurance 
companies, is measurably improved if it can present 
dependable and comparative data along with other hos- 
pitals in the area. 

3. National, state, and regional hospital associa- 
tions, whose members submit standardized reports, are 
able to prepare information of great value to partici- 
pating hospitals and other interested parties. 

The worth-while statistical report is attained only 
by the regular compilation of data on a consistent basis, 
and true value is attained only if it can be compared 
with reports of other hospitals. For example, the item, 
cost per patient day, is meaningless in comparing costs 
between hospitals unless the expenses include exactly 
the same items through uniform classification and 
patient days are computed through similar statistical 
technics. 

We have all heard administrators, perhaps our- 
selves, earnestly comparing “per diem costs.’’ One hos- 
pital’s cost may have been $22.50 per day while the 
other’s was only $16.50 per day, but unless the method 
of computing these costs is analyzed, the figures are 
meaningless. 

It would appear that prime consideration must be 
given to the definition of standard hospital statistical 
terms that relate to uniform accounting, for interpreta- 
tion depends on definition. A few of the basic hospital 
statistical definitions are: 

Hospital Bed.—A hospital bed is one installed for 
regular 24-hour use by inpatients (other than newborn 
infants) during their period of hospitalization. 

There are generally three classifications of hospital 
beds: 

1. Adult bed, a standard size bed used by adults 
and older children 

2. Crib, a bed equipped with sides or guards for 
young children 

3. Bassinet, for the use of infants other than new- 
born infants. 
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Newborn Infant Bassinet.—A bassinet installed 
for regular 24-hour use by a newborn infant (They 
are not considered hospital beds and are not included 
in the bed complement of the hospital. 

Bed Complement.—The number of hospital beds 
(exclusive of newborn infant bassinets) normally avail- 
able for use by inpatients 

Newborn Infant Bassinet Complement.—The num- 
ber of bassinets normally available for use by newborn 
infants (This number is always stated separately from 
the bed complement. ) 

Inpatient—A& person who occupies a hospital bed, 
crib, or bassinet while housed in a hospital for obser- 
vation, care, diagnosis, or treatment (In stating the 
total number of inpatients, the newborn infants are 
always segregated. ) 

Newborn Infant.—An inpatient born in the hos- 
pital and remaining after birth for care, usually in the 
newborn infant nursery 

Infants transferred from the newborn infant nurs- 
ery to a pediatric nursery should be classified as reg- 
ular inpatients from the time of transfer. Infants born 
outside the hospital and admitted to the pediatric nurs- 
ery should be recorded as regular inpatients and not 
as newborn infants. Newborn infants remaining in the 
newborn infant nursery after discharge of the mother 
should continue to be recorded as newborn infants. In- 
fants in the newborn infant nursery always should be 
recorded as newborn infants and not as regular in- 
patients. 

Inpatient Admission.—An inpatient admission is 
the acceptance of an inpatient by a hospital for inpa- 
tient service. This involves the occupancy of a hospital 
bed, crib, or bassinet, and the maintenance of a hospital 
chart during the period of care. Births are considered 
inpatient admissions but are always stated separately. 

Only one hospital admission may be counted for 
an inpatient during the period of his continuing as an 
inpatient of the hospital. Transfers from one service 
to another or from one type of accommodation to an- 
other are not counted as second admissions. Readmis- 
sion, after discharge, of an inpatient is counted as 
another admission. 

Inpatients under treatment at the beginning of a 
period are not included among the admissions of that 
period. A patient who dies in the emergency depart- 
ment before actual admission to the inpatient section 
of the hospital is not included in inpatient admissions. 

Births —For statistical purposes, a birth is the 
acceptance of an infant patient, newly born in the hos- 
pital, for inpatient service. This involves the occupancy 
of a newborn infant bassinet and the maintenance of 
a hospital chart during the period of care. 

Stillbirths are not classified as births, and should 
be recorded separately. 

For the purposes of this paper, these are sufficient 
statistical definitions. Detailed definitions of hospital 
statistics are easily available elsewhere. 

Now I would like to review briefly the four basic 
hospital statistical tools: patient-day statistics, average 
daily census, percentage of occupancy, and average 
length of stay. 

Patient-Day Statistics —A _ patient-day is that pe- 
riod of service rendered an inpatient between the 
census-taking hours on two successive days, the day of 
discharge being counted only when the patient is ad- 
mitted that same day. In any count or report of patient- 
days, the number of newborn infant patient-days should 
always be stated separately. 
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Days of care applicable to infants transferred from 
the newborn infant nursery to a pediatric nursery 
should be classified as regular patient-days and not as 
newborn infant patient-days from the time of such 
transfer. 

A patient-day is counted for a patient who is both 
admitted and discharged the same day, provided the 
patient occupies a regular hospital bed and a hospital 
chart is maintained for him. Two ways of computing 
patient-days are: 

1. The perpetual or daily count. For example: 


Census as of last midnight......................54 
Number of patients both admitted and 
discharged yesterday 6 


Number of patient-days for yesterday 60 

2. The periodical count. 

Compute the days of stay for each patient listed in 
the patient’s register who was admitted during the 
period. Add the days of stay during the period of 
patients admitted before the first day of the period. 

This system is more reliable than the first and 
lends itself to picking up breakdowns of other classes 
of patient-days at the same time, for example: (1) by 
type of accommodation—private, semiprivate, and 
ward; (2) by type of medical care rendered—surgical, 
medical, obstetrical, nursery ; (3) by age—adult, child, 
and newborn. 

Average Daily Census.—The average daily census 
is the average number of inpatients receiving care each 
day throughout a given period. It is calculated by divid- 
ing the number of patient-days (other than newborn) 
during a period by the number of calendar days in the 
period. 

Percentage of Occupancy.—This is the ratio of 
actual patient-days to the maximum patient-days (based 
on bed complement) during any given period. It may 
also be expressed as the ratio of the average daily 
census to the average bed complement during any one 
period. 

The percentage of occupancy may be determined 
by dividing the number of actual patient-days (exclud- 
ing newborn days) by the maximum patient-days (the 
number arrived at if every bed in the complement had 
been occupied throughout the entire period). 

It has commonly been assumed that the normal 
occupancy rate for all general hospitals is about 80 per 
cent. This has led to misinterpretation of low occu- 
pancy rates in some states and particularly in small 
hospitals. There is no occupancy rate which can be said 
to be normal for all hospitals. Normal rates vary ac- 
cording to the size and type of hospital. Small hospitals 
usually have lower occupancy rates than large hospitals. 

It is possible to attain a rate of occupancy in ex- 
cess of 100 per cent if the hospital utilizes, under ab- 
normal conditions, beds not included in the bed comple- 
ment. Thus, the total actual patient-days for a period 


-would exceed the maximum patient-days. 


Average Length of Stay.—This is the average 
number of patient-days of service rendered to each 
inpatient during a given period. It is recommended, for 
reasons of uniformity, that average length of stay be 
determined by dividing the total number of patient- 
days (excluding newborn) during a period by the total 
number of discharges and deaths (excluding newborn) 
during the same period. 

Now, having defined the four basic hospital statis- 
tical tools, why is it so important that these tools be of 
standard design? 
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Every hospital computes patient-days, one way or 
the other. Unintentionally these figures may be either 
inflated or understated. An inflated patient-day figure 
will result in an understated per diem cost, an inflated 
percentage of occupancy figure, and an inflated aver- 
age length of stay figure. 

Administrators who operate their hospitals on a 
budget are aware of the importance of patient-day 
statistics in forecasting both income items and variable 
expense items. Budget forecasting is difficult enough 
without the added hazard of inaccurate and misleading 
statistics. 

The average daily census is but a shorter measure- 
ment of the same data indicated by the patient-day 
statistic, for it is derived from the patient-days figure. 
Average daily census is the statistical slide rule for 
rapid calculation by the hospital administrator to deter- 
mine, at any time, whether or not the financial opera- 
tion of his hospital is progressing satisfactorily. The 
break-even point of any particular hospital is set at a 
given number of the average daily census. At this point, 
the increase of an average of one more patient per day 
will show up in black on the hospital ledger and the 
decrease of an average of one less patient per day will 
show up in red ink. It is the responsibility of the ad- 


(17) 


MANAGEMENT CONTROLS AND REPORTS—HERBERT 661 


ministrator to move his break-even point down the scale 
of his average daily census. 

The percentage of occupancy performs about the 
same service in relation to hospital management as does 
the average daily census, only on a percentage basis 
rather than by unit measurement. It is an invaluable 
guide for the administrator provided it is accurately 
computed through standard statistical measurements. 
Its primary purpose is to indicate the degree of use 
of the hospital’s facilities. 

To the administrator, the average length of stay is 
usually a means of explaining some financial or statis- 
tical phenomenon. For example, the theory is that with 
the same number of patient-days but an increased num- 
ber of admissions there will be a decrease of the aver- 
age length of stay and a proportionate increase in 
income. This is due to the fact that the first few days 
of each patient’s stay require the most services from 
the income producing departments such as laboratory, 
x-ray, operating room, et cetera. Theoretically, the fast 
turnover indicated by a short average length of stay is 
more profitable for both the patient and the hospital. 
The widespread acceptance of early ambulation tech- 
nics during the past decade seems to have proved 
this point. 

1253 W. Market St. 


Management Controls and Reports 
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In the development of management controls and 
reports it is necessary to stimulate creative thinking. 
Hospital administrators must learn to mine creativity 
in the supervision of the hospital—to encourage the 
inventiveness and imagination which has been buried 
by the pursuit of specialization and systematization. 

Creativity is important in the hospital business. 
The ability of hospital management to adjust to new 
or changing conditions and to make them work for the 
hospital, rather than against it, requires thinking be- 
yond the areas of past experience. The capacity for 
creative thinking may be considered one of the hos- 
pital’s most valuable assets. 

Recognizing the great need for imagination in 
hospital management, the alert administrator will move 
to build up creative potential. Supervisors who have 
shown creative capacity may be given opportunities to 
influence more decisions. Supervisors of proved imagi- 
nation may be secured from other hospitals. Yet in the 
search for this elusive quality, the administrator may 
overlook the untapped asset—the natural creativity of 
the average supervisor. 

It is true that some people have great creative 
capacity which is easily recognized in any circumstance ; 
it is also true that every person is creative to some de- 
gree. Quite often we strive primarily to develop the 
exceptional person, giving this person special recogni- 
tion and special opportunity to function. By doing so, 
those who display lesser talents in this area are trapped 
by a system which will serve to suppress even the small 
degree of creativity which they may have. Great bene- 
fits may be gained by increasing the creative potential 
of four or five people, each by 10 per cent, and the 
Wise organization will try to do this. However, great 
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gains may also be made by increasing the creativeness 
ef 100 people, each by 1 per cent. 

What the creative force in the supervisor requires 
is an atmosphere in which it may work freely and not 
be stifled. In stimulating such an atmosphere, hospital 
administrators should bear in mind the following 
points : 

1. Creativity is the result of a delicate series of 
mental actions, all of which are influenced by the at- 
mosphere in which the supervisor works. 

2. Creative thinking requires, if it does not de- 
mand, a genuinely free exchange of information among 
people at different levels of authority. Formal commu- 
nication programs are not enough. 

3. The emergency approach discourages creativity 
and should not be applied any more than necessary to 
problems in need of solution, particularly to those of a 
vital and extended effort. 

4. In planning and control the conditions that stim- 
ulate imagination should be taken into account. 

5. A group’s understanding of the results of fail- 
ure is an exceedingly powerful force in determining 
creative potential. 

In developing a new thought, the mind follows 
five fundamental steps in the creative process: (1) 
sensing—recognizing a problem, (2) preparation— 
gathering data pertinent to the problem, (3) incubation 
—mulling over the data, (4) illumination—recognizing 
a possible solution, and (5) verification—testing the 
proposed solution. 

The creative person must be able to sense or recog- 
nize a disturbing element or problem. He cannot simply 
set out to be creative; he must be able to recognize 
some area toward which his creative efforts may be 
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directed. This guides his mind in the necessary areas 
of thought. In many cases the problem is overwhelming 
and quite obvious. In others, it is much more subtle, 
and its recognition requires great sensitivity on the part 
of the individual. This process may be the sensing of 
something out of order in an otherwise orderly mass of 
information or the recognition of inadequate support 
for an established understanding or of the lack of ex- 
planation for an unexpected event. Whatever the sen- 
sation produced by the problem, it seems to be one 
which can be affected by the environment in which an 
individual works as well as by the amount and type of 
information to which he has access. 

The next step is that of preparation, in which the 
person assembles in his mind the data concerning the 
problem. He may recall past experience as well as 
study new material. It is important to remember that 
although imaginative work reflects the amount and type 
of information at the thinker’s disposal, a creative idea 
is not a reviewing or rearranging of ideas already 
known to the conscious mind. Instead, it is an entirely 
new and different thing which comes forth from the 
subconscious mind as a result of the conscious mind’s 
concentration on known ideas related to the problem. 
The role of preparation is that of supplying the mind 
with the necessary collection of information which can 
be sorted, rearranged, and brought into association to 
suggest a new method or solution. 

The manner in which information is stored, as 
well as the amount of it, is very important. It is better 
if the pieces of information are stored not as single 
units, but as parts of an associated body of ideas. The 
person should have access to the widest possible field 
of knowledge. With an understanding of other areas 
which are somewhat associated with his own field of 
activity, he stores his observations and ideas with the 
necessary cross references. This affords a greater pos- 
sibility of recall at a later time when the items are 
essential in association with other material to give birth 
to a new and different idea. 

The third step, which is incubation or thinking 
ever, precedes insight or inspiration. To understand 
incubation we must consider two interconnected units, 
the conscious and the subconscious minds. The con- 
scious mind is the one with which we are most familiar. 
It is the center of logical thinking: however, it is 
limited because it deals with known ideas and does not 
create ideas of its own. The subconscious mind di- 
rects itself to problems which are of interest to the 
conscious mind, yet we are not aware of its activities 
until it creates and submits a new idea to the conscious 
mind. 

Because the output of the subconscious mind is 
different from any of its intake, it seems reasonable 
that a new idea has probably been created in the sub- 
conscious mind after a certain amount of sorting and 
manipulation of the information stored there. To bring 
forth the right arrangement may take an instant, weeks, 
months, or maybe a number of years, but once a suit- 
able combination is found which suggests some sort of 
solution, it is presented to the conscious mind in the 
form of an inspiration or illumination. 

The fourth step in creative thinking is illumination 
or recognition of a solution. Many solutions or inspira- 
tions may be given to the conscious mind during incu- 
bation. Many, or perhaps most of them, may be re- 
jected, others sent back for revision, and a few retained 
for study and verification. It is interesting to note that 
the subconscious mind submits relatively few of these 
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solutions while it is hard pressed by the conscious mind. 
As the conscious mind grapples with a problem, it 
dominates the action of the subconscious mind and di- 
rects it along the narrow lines of conscious thinking. 
The subconscious mind may produce during this time, 
but it is most creative when the conscious mind, after 
concentration on the problem, is relaxed and not occu- 
pied with the matter. During this time, the subcon- 
scious mind does not relax but ranges freely through 
its stored data, sorting and rearranging until a solution 
is suggested and transmitted as an illumination. 

This process of illumination has been demonstrated 
in many important inspirations which, after a period of 
concentrated study and thought, have come to people 
while they were taking a walk, driving home from work, 
or during some other period of mental relaxation. 

The final step is verification or testing of the pro- 
posed solution. During verification the mind sets about, 
perhaps by logical method, to prove or disprove the 
solution that has been suggested. This process is essen- 
tial to sound creative thought, but may reduce imagina- 
tive output if the person attaches too much importance 
to negative test results or is overawed by difficulties 
and rebuffs. In verification, it is essential to maintain 
an open mind to avoid rejecting an idea only because 
of previously conditioned thought processes or attitudes 
resulting from training, experiences, or immediate asso- 
ciations. This is actually a more crucial phase in the 
creative thought process than one might first suppose. 
New ideas are worthless until they are fully formed 
and available for consideration by those who can use 
them. 

From our discussions thus far, we can see that the 
elements of creative thinking can and will be greatly 
influenced by the business atmosphere in which the 
person or persons work. Some of the very important 
practices, policies, and procedures which make this at- 
mosphere a favorable one are: 

1. The organization should be one that gives a 
person free access to associated ideas. 

2. The group make-up should be one which tends 
to bring together a variety of backgrounds and expe- 
riences, so that they stimulate and assist one another 
in the imaginative process. 

3. Formal communications should be such as to 
bring a good volume of associated information to the 
individual so he may more effectively orient his knowl- 
edge. 

4. Training should be designed to help him under- 
stand his function in correct relation to the work and 
objectives of the total group. 

While these steps are important in themselves, 
they cannot assure maximum creativity unless they are 
present in the correct emotional atmosphere. Unfortu- 
nately, this atmosphere, made up of the thoughts and 
feelings affecting a group’s operation, is not easily de- 
fined and is extremely difficult to develop or change. 
_It is largely a result of the policies and procedure which 
have become established, many of them informal and un- 
written. Therefore, if the administrator wants to stim- 
ulate creativity, he must be prepared to recognize facts 
and feelings which may or may not have been planned. 

There are five important points which strongly in- 
fluence the emotional atmosphere in producing creative 
thinking: (1) availability of information, (2) work 
pressure, (3) rigidity of control, (4) consequences of 
failure, and (5) conditioned thinking. 

The mind which has ample information stored and 
cross-referenced is most likely to come up with creative 
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inspirations. This means that there is a need for a 
genuinely free exchange of information within the 
organization. Formal communication programs are not 
enough. Many top executives in business, including 
hospital administrators, consider that a great deal of 
information is their exclusive property and that others 
will not understand it or be interested in it ; even worse, 
they may hoard information because to them its posses- 
sion is a symbol of status in the organization. 

It is quite common for leaders to pass along infor- 
mation in a confidential manner, keeping it from lesser 
members of their group. No doubt there is a certain 
amount of material which is best kept confidential ; 
however, an honest examination is likely to show that 
the amount is far less than commonly supposed. If the 
hospital administrator confers on a give-and-take basis 
regarding the problems of work, he will find a tendency 
to adopt this practice throughout the organization. 

Creativity thrives on an understanding that every- 
one in the group from the newest member up to the 
leader has some knowledge or experience to enrich the 
minds of others. This feeling is not built by the use 
of formal, carefully worded memoranda which carry 
terse Messages in a one-way flow to the receiver, with 
the implication that no questions be asked. A less rigid 
arrangement is desirable—one where personnel at all 
levels talk over their common problems, where informa- 
tion may be examined and questioned by all those who 
can use it, and where every person, feeling a sense of 
partnership in the total activity, receives both good and 
had information pertinent to the operation. 

Another hazard to the free flow of information is 
the insistence that it flow only through the formal lines 
of authority as set up on the organization chart. Pat- 
terns of communication may be quite different from 
those of authority responsibility. [Information 
which is helpful in creative thought may remain use- 
lessly contained in a limited area if it is dependent on 
“channels” for transmittal. A person must have the 
greatest possible opportunity to seek material from 
anyone and to exchange his knowledge with any others 
who may come to him. The main control should be 
the obligation of each person to pass along information 
which may be useful in the management of group 
activity. 

Creativity requires long, hard, and diligent prep- 
aration so that the mind is filled with material which is 
related to the solution ; however, it is vital to recognize 
that the solution may not come as the result of long, 
hard, uninterrupted concentration. The incubation 
process may be most effective when the conscious mind 
is relaxed after a period of concentration and the prob- 
lem is under consideration in the subconscious mind. 

Therefore, we should recognize that while the time 
needed to study the problems of work can be reduced 
by good planning and concentration, pressure for action 
does not always produce the best solutions and results. 
This principle is not entirely compatible with our present 
pace of business, as certain thinking must be done un- 
der pressure with a minimum of preparation and with 
little or no time for the creative process to run its full 
course. However, we should endeavor to prevent the 
application of the emergency approach to almost every 
problem that is considered, particularly those of a vital 
and far-reaching nature. 

Many work pressures can serve to dull creative 
effort. Pressure to reach a solution may so occupy the 
conscious mind with the consequences of failure that 
there is little chance for possible answers to come to 
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the surface. If the conscious mind is forced into un- 
profitable channels of conditioned thinking, the sub- 
conscious flexibility which might bring a solution is 
lost. As the effort becomes more intense, these familiar 
channels become more deeply established, and the 
chance of the mind’s escape from them becomes less 
and less likely. 

Thus, the ideal would seem to be to develop a good 
balance between work and relief from work, for your 
supervisors as well as yourself. To this end the follow- 
ing should be borne in mind: 

1. It is proper and desirable to stop and chat with 
others in the hospital, and the scheduled rest periods 
are useful and productive. 

2. The person who is chained to a pile of paper 
work day after day and night after night without a 
break may be limited in his creative output. The mind 
may make its most important creative contribution on 
the night that the briefcase full of work is left at the 
office. 

3. Vacations are designed to relieve the mind from 
close concentration on daily problems, and they are 
most valuable if the individual uses them as such. 

In many organizations, planning and control are 
developed to a high degree of accuracy and efficiency. 
However, in the interest of creativity, planners should 
remember that the imagination is not governed by the 
laws of mechanics. Creativity does not come pouring 
out like the parts from a punch press when the “on” 
button is pushed. Study shows that the basic thought 
process is a highly unpredictable operation. Unlike a 
machine, the human mind reacts to all manner of ma- 
terial which surrounds it. For this reason, planning 
and control should be done with some reflection as to 
the attitudes and emotions of the person or persons 
affected. 

The person should be allowed as much voice as 
possible in the planning of his work. The plan should 
not be one which raises emotional barriers in his mind 
whenever he approaches his assignment. In most cases, 
it will be enough simply to talk over future planning 
with the individuals concerned. By so doing there may 
be an additional dividend arising from the fact that 
those who are to do the work are likely to have valuable 
ideas as to how it might be done. There is no greater 
incentive for a person than to know that he is working 
on his own program and that its success or failure is 
dependent on him. 

Research would show that very few organizations 
have any official policy toward the consequences of in- 
dividual failure. Yet every group has developed an 
understanding as to what the result of failure on a 
problem may be. While the consequences of failure 
may never be discussed or even stated verbally, they 
are an exceedingly powerful force in determining the 
creative potential of a group. 

There exists an overwhelming emphasis on the im- 
portance of always being right. The big question is 
whether the hospital is likely to gain anything from 
such an emphasis. Reason may suggest that a new idea 
will probably work. The word “probably” must be em- 
phasized ; in the consideration of creativity it is essen- 
tial. As hospital administrators, we must recognize the 
element of risk which is inherent in the process. Or do 
we judge a creative hypothesis by the standard of being 
one which is a safe repetition of some proved practice 
of the past? The answer may directly reflect the suc- 
cess which the hospital will have in keeping up with 
changing conditions. 
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The wise policy would be to encourage venture- 
some thinking, always recognizing that some new ideas 
will be successful and others will fail, with failures in 
the minority. But the successful ones, because they 
meet the present needs rather than the past, will con- 
tribute enough to outweigh the cost of the failures and 
leave a positive balance. The failure of some ideas 
may be considered as part of the cost of progress. 
Needless to say, the creative process hinges on the con- 
cept of mutual confidence. If the hospital administrator 
generates an atmosphere of fear and suspicion, creative 
proposals will be scarce. If, by contrast, there is a 
feeling that there will be a reasonable understanding 
should the idea fail, creative attempts will flourish. 
Almost everyone likes to develop an idea of his own 
and see it work. The important thing is to make sure 
that this natural pride in one’s service is not over- 
powered by fear of the consequences of failure. We 
must also note that even failure may have a very posi- 
tive effect, in that it may point the way to a further 
development which will prove highly successful. 

In the study of the general creative process it was 
pointed out that an individual may possess a certain bias, 
or conditioned thinking, which prevents him from 
reaching the best possible solution. In the hospital there 
may exist a certain bias in policy and procedure which 
also hinders creative thought. Not only can this pre- 
vent the disturbing observation which starts the creative 
process, but it can also block effective solution and 
verification. Generally the bias exists in some long-time 
understanding, the origin of which has been forgotten, 
but which has come to be accepted as the truth. 

Such conditioned thinking in the hospital may re- 
sult from a great many situations. It may reflect the 
views of a person in authority, gained from experience 
or pride of authorship. This person may pass the bias 
along to others as a truth to be used in their thinking, 
and the situation may not allow them to do other than 
accept it blindly. The leader may sense a possible solu- 
tion to a problem by one approach and give such de- 
tailed instructions that the supervisor fails to recognize 
a more fruitful approach when it unfolds. Another 
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At about the turn of the century there sprang up in the 
United States an association of hospital superintendents, the 
first organization in the Western Hemisphere of men whose 
efforts were devoted to the improvement of hospital conditions 
The declared object of the association was the promotion of 
economy and efficiency in hospital administration. A review of 
the earlier transactions of this association shows that the hos- 
pital superintendents of America were at that time concerned 
chiefly with the care of buildings and the economical purchase 
and distribution of supplies. Hospital management was con- 


ceived by them to be scarcely more than a form of household 
administration. 
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cause may be promotion from within. There are many 
advantages to such a policy. It gives the work force a 
feeling of stability and hope for progress. It provides a 
core of supervisors whose qualities are well known 
and who are well schooled in the problems of the hos- 
pital. Yet because every person in the organization was 
trained by someone else in the hospital and there is no 
influence of persons with outside experience, ideas may 
be passed along for years without anyone recognizing 
the possibility of revision. 

Reduction of conditioned thinking depends on niu- 
tual confidence. Every person must feel free to examine 
and question, without fear of the consequences, every 
piece of information which plays a part in his thinking. 
Unless the practice of questioning is recognized as 
the normal rather than the abnormal act, there will be 
little freedom from conditioned thinking. It is the duty 
of the administrator not to protect or pamper established 
ideas, but to see that they are subjected to honest ex- 
amination and either fall by the way or emerge stronger 
and healthier for the experience. 

The big problem in hospital management controls 
appears to be the development of the ability to think in 
all personnel, thereby creating an understanding of why 
controls are necessary and that reports are a means to 
see if the controls are functioning. Through these con- 
trols, we help to develop the process of creative think- 
ing as stated previously: sensing a problem, preparing 
data pertinent to the problem, incubating or thinking 
over the problem, recognizing the solution, and veri- 
fying or testing the solution through control. 

As Lord Beveridge said, the purpose of an organi- 
zation is to make common men do uncommon things. 
No hospital can depend on genius, as the supply is al- 
ways scarce and always unpredictable. It is the test of 
the administrator to make ordinary human beings per- 
form better than their capabilities. He must bring out 
whatever strength there is in his personnel and use it 
to make all members perform more efficiently, thus 
creating better management controls through stimulat- 
ing creative thinking. 
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How strikingly does this point of view contrast with that 
of the progressive executive of our day, who, without relin- 
quishing his interest in the problems of internal institutional 
management, is concerned lest the hospital fail to measure up to 


the health needs of the community. To define the relation of 


the hospital to the community is today accepted as the essential 
theoretical problem of hospital administration; to fit the organi- 
zation of the hospital for the performance of its duties, as thus 
defined, as its fundamental practical problem.—S. S. Goldwater, 
M.D., in “On Hospitals.” 
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FATIGUE: DIAGNOSIS AND TREATMENT 

The physiologic, pathologic, and psychologic factors that 
produce fatigue are discussed by Edward A. Burkhardt, M.D., 
in the New York State Journal of Medicine, January 1, 1956. 

Extreme neuromuscular fatigue is the result of the domi- 
nance of catabolic over anabolic processes. It is experienced 
when the caloric intake falls below that required for mainte- 
nance of body heat and for muscular activity. The quantita- 
tive and qualitative factors of the diet should he evaluated, 
and it should be borne in mind that vitamin or oxygen deficiency 
and extreme heat or cold in the working environment lead to 
serious exhaustion. Loss of water and salt in high temperatures 
will cause muscular weakness, abdominal cramps, anorexia, im- 
paired renal function, fatigue, and sometimes even collapse. 

Since fatigue may be the only symptom of an underlying 
serious illness, a detailed history and thorough physical ex- 
amination are in order. Fatigue may persist for 4 to 6 weeks 
after a viral infection, and any disease that disturbs the physi- 
ologic balance of the organism is important. Most diabetic 
patients complain first of fatigue, and fatigue is a symptom 
of many endocrine diseases. 

Not all of the psychologic factors producing fatigue re- 
quire the attention of a psychiatrist. It is important to establish 
the time of day when fatigue first appears and when it rises 
to its peak. Abnormal fatigue usually results from detrimental, 
insoluble psychic conflicts accompanied by anxiety. Such con- 
flicts impede the progress of the person concerned and are 
characterized by frustration, which in turn creates a feeling 
of exhaustion. 

To treat fatigue, one must decide whether the dominant 
factor is physiologic, pathologic, or psychologic, some combina- 
tion of the three, or all of them. Sometimes a mood-lifting 
drug may improve the patient’s outlook. 

Fatigue, on the whole, is a normal response to a normal 
condition. and is to be viewed as a virtue rather than a fault. 
The author maintains that in our civilization, fatigue is the 
inalienable right of every American citizen. 


OF THE COLO 


For adequate examination of the colon, Karl C. Corley, 
M.D., recommends the closest possible teamwork between the 
roentgenologist and the proctologist in The American Journal 
of Proctology, February, 1956. 

Such teamwork is considered essential to the timely 
closure of precancerous adenomatous polyps less than 10 mm. 
in diameter. The proctologist can relieve the roentgenologist 
of the need to study the rectum and the sigmoid colon, which 
can be examined by direct inspection. The roentgenologist 
studies the areas which the proctologist cannot visualize. A 
papilloma observed in the rectum is good reason for making a 
thorough search for similar lesions further up. Proctologic 
examinations and harium enema studies require careful spacing, 
as an enema given within 24 hours of sigmoidoscopy is rarely 
satisfactory and often involves an element of risk. Barium 
enemas administered too soon after biopsy or snare and fulgura- 
tion operations may, moreover, be disastrous, as the peritoneum 
is extremely sensitive to barium. To avoid the danger of death 
due to such sensitivity, at least a week should elapse between 
such operations and barium enema studies. 

Before examination, the patient is restricted to a clear 
liquid diet for 36 hours. In midafternoon of the day before 
examination, castor oil—as yet unexcelled as a purgative—is 
taken. Proctoscopy is helpful in selecting the course of action. 
A warmed suspension of USP barium in water, slowly adminis- 
tered, is the blandest contrast medium. A small percentage of 
tannic acid added to the barium mixture will help to contract 
the colon and to distribute the barium more evenly; it also 
aggravates the tortuosity of the sigmoid colon, however, and 


dis- 


hinders the dilatation of the bowel if air contrast studies are 
planned. In selected cases, the author uses a variation of the 
barium air contrast enema described several years ago. After 
preparation of the patient, up to 800 cc. of a preparation of 
barium which remains in suspension longer than USP powder 
are introduced. The patient prone, his head lowered 15 to 20 de- 
grees, can comfortably take the enema and it will outline the 
colon well past the hepatic flexure. He is then turned over for 
palpation and spot filming, after which he is allowed to expel 
part of the barium. Under fluoroscopic control and by means 
of the bulb from a blood-pressure cuff, air is introduced until 
the cecum is smoothly dilated. Roentgenograms are then taken 
with the patient in left and right lateral decubitus positions, 
and anteroposterior and posteroanterior views follow. Repeti- 
tion, once and sometimes twice, is necessary before this proce- 
dure will permit viewing lesions that are 4-5 mm. in diameter. 


THE MANAGEMENT ACNE IN THE 12 TO 17 
AR AGE GROU 

Treatment of acne vulgaris by methods other than roentgen 
therapy, which is not favored for the patient under 17, is dis- 
cussed by Samuel M. Bluefarb, M.D., in Postgraduate Medi- 
cine, February, 1956. 

The purpose of the study was to evaluate how beneficial 
vitamin therapy is in the management of acne vulgaris. Pa- 
tients in this series were divided into three groups. The first 
group (59 patients) received 100,000 units of vitamin A in 
aqueous solution each day; the second group (78 patients) took 
1 gram of ascorbic acid and an 8-ounce glass of orange juice 
daily; the third group (63 patients) took 1 gram of vitamin C, 
orange juce, and 100,000 units of vitamin A each day. Choco- 
late, nuts, peanut butter, and fried foods were avoided, and 
lotio alba was applied topically. 

Of the first group, 41 continued treatment and returned for 
adequate follow-up; 63 per cent of them improved with the 
regimen prescribed. Of the second group, 64 returned for 
follow-up, and 53 per cent of them improved. Of the third 
group, 50 had adequate follow-up, and 88 per cent of them im- 
proved. 

The study indicated that many adolescents have inadequate 
diets, low in caloric, vitamin C, and vitamin A intake. Iron de- 
ficiency anemia was noted in some of the girls. Ascorbic acid 
was added to the iron prescribed in order to reduce the iron 
to its more absorbable ferrous state. 

The study provided conclusive evidence that vitamins A 
and C correct the follicular plugging of acne vulgaris and that 
hoth vitamins taken simultaneously produced more satisfactory 
results than either one taken separately. 


VENOUS THROMBOSIS AND OBSCURE yapeeeat. 
CARCINOMA: REPORT OF TEN CASE 


Samuel Perlow, M.D., and Jordan L. Daniels, M.D., sum- 
marize the histories of 10 patients with migrating venous 
thrombosis in whom obscure visceral carcinoma was_ subse- 
quently discovered. Their observations were presented in the 
Archives of Internal Medicine, February, 1956. 

The interval between the onset of venous thrombosis and 
the appearance of symptoms attributable to carcinoma or dis- 
closure of obscure carcinoma ranged from 2 weeks to 4 months. 
In 7 of the 10 patients, the carcinoma was inoperable at the 
time the venous thrombosis occurred; in 2 cases its operability 
could not be ascertained; and in 1 case postmortem studies 
established that the carcinoma had been in an operable stage. 
The series included 4 cases of pulmonary cancer, 2 cases of 
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carcinoma of the body and the tail of the pancreas, and 1 case 
each of carcinoma of parovarian rest tissue, of the ovary, and 
of the stomach. 

The authors are of the opinion that whenever recurrent 
migrating thrombophlebitis can not be attributed to surgical 
intervention, pregnancy, blood dyscrasias, thromboangiitis ob- 
literans, prolonged confinement to bed, or other known possible 
causes, obscure carcinoma should be suspected and vigorously 
sought by every available diagnostic method. Awareness of an 
association between venous thrombosis may contribute to earlier 
diagnosis and earlier surgical extirpation of cancer: In this 
series, anticoagulant therapy failed to prevent progression of 
venous thrombosis, involvement of other areas, or pulmonary 
embolism. Anticoagukant therapy often does, however, cause 
profuse bleeding of gastrointestinal carcinoma. In the patient 
who had cecal carcinoma, tarry stools were observed after anti- 
coagulant therapy was instituted. The authors believe that ex- 
amination of stools after anticoagulant therapy is instituted 
might be helpful in diagnosing gastrointestinal carcinoma. 


OBSTRUCTION OF THE VESICAL NECK IN CHILDREN 

A review of the histories of 387 private pediatric patients, 
referred for urologic investigations, is presented by Howard T. 
Thompson, M.D., in the New York State Journal of Medicine, 
February 1, 1956. 

The group ranged from infancy to age 16 and 55 per cent 
were boys. Some type of obstruction of the vesical neck was 
established in 21 per cent, 87 per cent of whom were girls. The 
significant symptoms in 77 analyzable cases consisted of ab- 
dominal pain, enuresis, frequency, nocturia, straining, dysuria, 
hematuria, and irritability. The chief complaints were straining 
to urinate; acute retention; fever with or without pyuria; ab- 
dominal pain with or without fever and frequency; wetting 
during the day, at night, or both; recurrent pyelonephritis or 
cystitis; loss of appetite; and frequency or dysuria. Cystoscopy 
was used in the examination of 52 patients; the rest were 
evaluated by means of urethral calibration. Intravenous pye- 
lography was used in 59 patients and retrograde examinations 
in 26 Obstructions in the girls were treated by urethral dilata- 
tions, fulguration, or transurethral resection. In the boys, 
transurethral resection was the treatment of choice. Drug 
therapy and antibiotics were used whenever indicated, and such 
concomitant diseases as vaginitis and constipation were also 
treated. Three cases are reported in detail. 

In all but one case, the obstruction was minimal, and pye- 
lographic studies produced negative results. The author con- 
siders slight vesical obstruction as serious, believing that the 
so-called nonobstructive chronic pyelonephritis of the young 
adult may well stem from it. Symptoms of vesical neck ob- 
struction usually involve the urinary tract except when ab- 
dominal pain or unexplained fever is involved. Urologic in- 
vestigation should be thorough. In most cases the response to 
treatment will be favorable. 


THYROID ACTIVITY DURING OPERATION 

The role of the thyroid gland in activating postoperative 
endocrinal metabolic response was studied during 17 operations 
with the help of tracer doses of radioiodine (I™) administered 
to the 16 patients involved. The study is reviewed by Ira S. 
Goldenberg, M.D., and his associates, in Surgery, Gynecology 
and Obstetrics, February, 1956. 

In each case a tracer dose was administered 48 to 72 hours 
before the contemplated operation. The 24-hour uptake of I" 
was calculated in order to evaluate the preoperative level of 
thyroid activity. Blood samples for protein bound iodine™ 
evaluations were also taken before and after preanesthetic medi- 
cation, during the induction of anesthesia; at 20- to 45-minute 
intervals throughout each operation, during tracheal extubation 
(endotracheal anesthesia having been used in all but 2 patients) ; 
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and 1 to 2 hours after the operation, when the patient was 
fully awake. In several instances, serial evaluations were made 
postoperatively for longer periods. Radioactivity was measured 
by means of a scintillation well detector at counting times rang 
ing up to 20 minutes, so that valid statistical information migh: 
he obtained. 

The conversion rate was calculated on the basis of dividing 
the net counts of PBI" in 2 ml. serum by the net counts in 2 
ml. serum and multiplying the whole by 100. Thyroid hormone 
levels were high if the conversion ratio rose more than 1) 
units. above the first preoperative level. Hematocrit and total 
serum protein levels were determined for each blood sample in 
order to exclude factors that may have influenced PBI** levels. 

Responses of two types were noted: increased conversion 
ratios during operation and no increase. Failure of the re- 
sponse was observed in patients with chronic illnesses or acute 
trauma preceding the operation. 

Conversion ratios increase with the onset of surgical trau- 
ma, and intensified thyroid activity is interpreted as part of the 
normal response to such trauma. The preoperative level of thy- 
roid activity influences the stress response to some degree, but 
the patient’s age and the degree of surgical trauma have little 
influence on the activation of the thyroid gland. Failure of the 
thyroid gland to respond to operative stress may affect all of 
the poststress events of the organism. 


THE see KIDNEY: CONGENITAL HYPOPLASIA 
ND ATROPHIC PYELONEPHRITIS 


Charles Pierre Mathé, M.D., reviewed the case histories 
of 53 patients treated for diminutive kidney between 1945 and 
1955. He discusses the problem and its diagnosis and treatment 
in California Medicine, February, 1956. 

The diminutive kidney—one that weighs less than 100 gm. 
—may result from several causes: aplasia, in which there is no 
true kidney; hypoplasia, in which the kidney is rudimentary at 
birth because of arrested development; and _ pyelonephritic 
atrophy. 

As hypoplasia is usually unilateral, nephrectomy can he 
performed to relieve pain, chronic urinary infection, or hyper- 
tension. The hypoplastic kidney secretes urine with the normal 
constituents, but it eliminates waste material inadequately and 
cannot alone serve the needs of the body. It is susceptible both 
to infection and to stone formation. It is often scarred with 
fibrosis and cystic degeneration. Round-cell infiltration is not 
uncommon. Other anomalies of the genitourinary tract often 
accompany hypoplasia. Hypoplasia differs from nephritic 
atrophy, in which the kidney has been reduced in size by infec- 
tion. If nephritic atrophy is unilateral, it may also be relieved 
by nephrectomy ; if bilateral, it causes uremia and death. Roent- 
gen studies are essential to differential diagnosis. 

Of the 53 cases reviewed, 32 occurred in women; 3 were 
diagnosed in the second decade of life; 4 in the third; 9 in the 
fourth; 17 in the fifth; 9 in the sixth; 9 in the seventh; and 
2 in the eighth. There were 10 cases of hypoplasia and 10 of 
unilateral and 33 of bilateral atrophic pyelonephritis. In 8 pa- 
tients, nephrectomy was performed for renal hypoplasia and in 
8 others for unilateral pyelonephritic atrophy. In 10 of the 20 
cases, the operation was performed to relieve hypertension aid 
in 6 to relieve intractable pain or chronic urinary infection. 
Of the patients not treated surgically, 4 did not have hyperten- 
sion and of those operated on 6 did not have hypertension. 
Hypertension recurred in 6 patients, all more than 45 years «i 
age. Recurrence appears to be less likely in patients under +5 
years of age. 

In the 33 cases of bilateral atrophic pyelonephritis there 
were varying degrees of nephrofibrosis, sclerosis of blood ves- 
sels, and infarcts. Hypertensive cardiovascular disease often 
overshadowed the renal symptoms. Of the group, 16 died of 
nephrofibrosis, 12 of them in uremia. Of the 4 others who died, 
one had a perforated gastric ulcer, one had bronchial pneu- 
monia, one had a cerebral accident, and one died 3 weeks after 
transurethral resection of the prostate gland. Autopsy, per- 
formed in 7 cases, disclosed inflammatory interstitial changes 
characteristic of nephrofibrosis. 
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COMPLICATIONS OF REGIONAL ANESTHESIA. Etiolegy— 
Signs and Symptoms—Treatment. By Daniel C. Moore, M.D., Director, 
Department of Anesthesiology, Mason Clinic; Chief of Anesthesia, Vir- 
ginia Mason Hospital, Seattle, Washington. Cloth. Pp. 291, with illus- 
trations. Price $10.50. Charles © Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, IIl., 1955. 


This is the third book recently written by Dr. Moore. The 
first two, “Regional Block” and “Stellate Ganglion Block,” have 
been popular, and the third is not likely to prove an exception. 

In this one volume all the possible complications of regional 
anesthesia and their specific treatments are considered. One 
cannot always prevent complications, but certainly the knowl- 
edge of prompt, proper, and efficient treatment will do much to 
reduce morbidity and even fatality. This reviewer agrees with 
Dr. Moore that preliminary use of barbiturates is of little or 
no value in preventing toxic reactions due to the various drugs 
utilized in regional anesthesia. 

Besides discussing in detail the serious complications of 
regional anesthesia, Dr. Moore discusses the less serious but 
troublesome complications. Chapter 21 on backache should be 
read carefully, with special attention to the admonition on page 
200 regarding careful positioning of the patient. Seldom, even 
in well-conducted departments of anesthesia, are both legs raised 
and lowered at the same time when utilizing the lithotomy posi- 
tion. There also seems to be too little concern as to whether 
or not the legs are too widely abducted or flexed. The prophy- 
laxis of the annoying postanesthetic symptom of backache is 
rightfully emphasized. 

On page 145 is a picture of a blood pressure cuff with the 
chest piece of the stethoscope sewn in place so that it will not 
move during anesthesia. This is an innovation which the re- 
viewer has now placed in use in his own anesthesia practice. 

Throughout the text there is constant repetition of the basic 
principles of safety in anesthesia. There is an interesting appen- 
dix which names the commonly used regional block procedures 
and lists the complications which may occur, with the page or 
pages where this particular complication is discussed in detail. 

While this book is not essential per se, it is unquestionably 


useful. 
A. A. Gotpen, D.O. 


THE SHOULDER AND ENVIRONS. By James E. Bateman, 
M.D., F.R.C.S. (C), Diplomate American Board of Orthopaedic Surgery; 
Fellow American Academy of Orthopaedic Surgeons; Orthopaedic Con- 
sultant, Sunnybrook Hospital, Toronto, Department of Veterans Affairs 
of Canada; Consultant, Workmen’s Compensation Board of Ontario. 
Cloth. Pp. 565, with illustrations. Price $16.25. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1955. 


In this book will be found virtually everything the doctor 
needs to know about the shoulder and its associated structures. 
As is to be expected, much of the book is devoted to injuries 
and disease conditions requiring surgical intervention, but other 
problems are by no means neglected. 

There are excellent chapters on the evolution and applied 
embryology, anatomy, and applied physiology of the shoulder 
region in the opening chapters of the book. A chapter devoted 
to the examination and investigation of the shoulder includes a 
thoroughgoing section on radiographic technics that can he 
applied to demonstrate various structures in the area under dis- 
cussion, together with good presentations of pertinent aspects 
of physical examination and interpretation of roentgenographic 
findings. The subject of differential diagnosis is also handled 
in a well-considered manner. 

Treatment, of course, is discussesd at length. The discus- 
sion of surgical procedures is generally adequate for the sur- 
geon without being remarkably detailed, but thoroughly full 
descriptions of some of the less common surgical procedures 
are given. The final chapter contains an outstanding discussion 
of management and assessment of disability in the shoulder 
region, and includes in addition to verbal descriptions and 
clarifications a useful table showing estimated percentages of 
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disability that accompany various problems affecting the shoul- 
der region. 

In all, this is a most useful book to which to refer when 
confronted with conditions relating to the shoulder and _ its 
environs. 


HYPOTENSION: SHOCK ANID) CARDIOCIRCULATORY 
FAILURE. By Paul G. Weil, M.D., Ph.D., Director of Transfusion 
Service, Royal Victoria Hospital, Montreal, Canada. Cloth. Pp. 78, 
with illustrations. Price $2.25. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1955. 


The reader who expects this book to tell him what to do 
about people who have chronic low blood pressure will be dis- 
appointed, for it is concerned with hypotension as a concomitant 
of shock and cardiocirculatory failure. 

Shock is dealt with in fair detail, including causes, clinical 
features, diagnosis, and treatment. Material is given which 
describes the prevention of shock and its consequences. Trans- 
fusions of blood, blood derivatives, and blood substitutes are 
also discussed. 

Hypotension due to peripheral vascular dilatation is pre- 
sented from the standpoint of anesthesia, surgical procedures, 
abdominal emergencies, infections, drugs, and controlled hypo- 
tension deliberately produced during surgery. Hypotension of 
cardiogenic origin is considered in relation to endocardial and 
per:cardial causes as well as cardiac arrhythmias. The hook is 
quite well designed and contains in brief span much informa- 
tion that is useful in the field it is intended to cover. 


POLYCYTHEMIA. Physiology, Diagnosis and Treatment Based on 
303 Cases. By John H. Lawrence, M.D., D.Sc., F.A.C.P., Director, Don- 
ner Laboratory, Professor of Medical Physics, and Physician-in-Chief, 
Donner Pavilion, University of California, Berkeley. Cloth. Pp. 136, 
with illustrations. Price $5.50. Grune & Stratton, 381 Fourth Ave., New 
York 16, 1955. 


Polycythemia is not seen very often in practice, but when 
it does appear it is important that the physician be able to de- 
termine its underlying cause, as very different treatments are 
required for the widely differing conditions that cause it to 
come into being. This hook was written in a largely successful 
effort to provide the information necessary to do this. Poly- 
cythemia vera is differentiated from and discussed separately 
from relative polycythemia and secondary polycythemia. Discus- 
sion of the latter two categories is largely confined to physi- 
ology and diagnosis of the underlying disturbance, as treatment 
is indicated more by the underlying disorder than the polycythe- 
mia itself. Polycythemia vera is discussed more fully, however, 
for in this condition it is the polycythemia itself that requires 
treatment. The book is well written and should be a useful 
reference where polycythemia comes under discussion. 


PRACTICAL NEUROLOGY. By Leo M. Davidoff, M.D., Professor 
and Chairman, Department of Surgery of the Albert Einstein College of 
Medicine; Director of Surgery, Bronx Municipal Hospital Center; Chief 
of Neurosurgery, Mount Sinai Hospital, New York, N.Y.; and Emanuel 
H. Feiring, M.D., Associate Professor of Surgery (Neurosurgery), Al- 
bert Einstein College of Medicine; Visiting Surgeon (Neurosurgery), 
Bronx Municipal Hospital Center; Associate Neurosurgeon, Mount Sinai 
Hospital, New York, N.Y. Cloth. Pp. 442. Price $7.00. McGraw-Hill 
Book Company, 330 W. 42nd St., New York 36, 1955. 


This monograph makes not attempt to provide encyclopedic 
coverage of its subject, but is aimed at providing concise, easily 
accessible presentation of the features of neurology most likely 
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to be of value to the general practitioner. As a consequence, it 
is possible that its usefulness will be somewhat limited unless 
more comprehensive texts are easily available to the reader. 
However, within its scope, the hook should be valuable as a 
reference. 

The authors stress the changing character of neurologic 
practice, noting that many diseases that were formerly quite 
hopeless can now be treated with some degree of success, par- 
ticularly when the diagnosis is established early. For this rea- 
son, they feel that early diagnosis is more vital than ever before, 
with the result that an adequate understanding of the subject 
by general practitioners is most desirable. 


PELVIC RELAXATIONS AND HERNIATIONS. By James M. 
Wilson, M.D., Assistant Professor of Gynecology and Obstetrics, Medical 
College of South Carolina, Charleston, South Carolina. Publication Num- 
ber 203, American Lecture Series. Edited by E. C. Hamblen, B.S., M.D., 
F.A.C.S., Professor of Endocrinology, Associate Professor of Obstetrics 
and Gynecology, Duke University School of Medicine; Chief of the Di- 
vision of Endocrinology and Endocrinologist, Duke Hospital, Durham, 
North Carolina. Cloth. Pp. 64, with illustrations. Price $2.75. Charles 
C Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, Ill., 1954. 

This brief text accomplishes what it sets out to do: explain 
the basic principles underlying pelvic relaxations and hernia- 
tions. A particularly illuminating description is given of the 
perineum for the benefit of those who find that their under- 
standing of it is imperfect. The normal is presented first, most 
ably, and the pathologic is discussed in the light of what is 
normal. Surgical correction is considered from the point of 
view of indications for surgery rather than making any attempt 
to give detailed descriptions of surgical technics. For those 
who find that their basic understanding of the female pelvis, 
particularly the perineum, is inadequate, this book should be 
very profitable reading. 


DIGITAL PLETHYSMOGRAPHY. Introducing a Method for Re- 


cording Simultaneously the Time Course of the Rate of Blood Flow 
Into and Out of the Finger Tip. By George E. Burch, M.D., F.A.C.P., 
Henderson Professor of Medicine, Tulane University School of Medi- 


cine; Physician-in-Chief, Charity Hospital; Consultant in Cardiovascular 
Disease, Ochsner Clinic, Hotel Dieu and Mercy Hospitals and Visiting 
Physician, Touro Infirmary, New Orleans. Cloth. Pp. 134. Price $5.00. 
Grune & Stratton, Inc., 381 Fourth Avenue, New York 16, 1954. 

This book does what it is intended to do—it describes a 
practical method for measuring the flow of blood in and out of 
the finger tip. This is done in sufficient detail to permit workers 
who have need of this type of procedure to make use of the 
method discussed here. No attempt is made to correlate findings 
with any clinical applications. This book is unquestionably in- 
tended for a limited audience, but it should be valuable to those 
it is meant to help. 


POLIOMYELITIS. Papers and Discussions Presented at the Third 
International Poliomyelitis Conference. Compiled and Edited for the 
International Poliomyelitis Congress. Cloth. Pp. 567, with illustrations. 
Price $7.50. J. B. Lippincott Company, East Washington Square, Phila- 
delphia 5, 1955. 

While it seems that the widespread use of the Salk vaccine 
will do much to minimize the incidence of paralytic poliomyelitis 
in the future, it is probably too optimistic to think it will com- 
pletely solve the problem. And aside from the occasional case 
that will probably occur even under the best of conditions, the 
continuing care and rehabilitation of past victims of the disease 
constitutes a formidable problem. For these reasons, this 
volume has more than the academic value it might seem to 
possess at first sight. 

The papers and discussions presented in this book cover a 
wide range of subjects. Not only are the diagnosis and treat- 
ment of the acute stage considered, but also the epidemiology, 
pathogenesis, immunology, social aspects, and long-term treat- 
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ment of the disease. The physician will find much that is of 
intellectual interest as well as much that is of immediate prac- 
tical importance. 


PHYSICIANS’ OFFICE ATTENDANTS MANUAL. By Henry B 
Gotten, M.D., Associate Professor of Medicine, University of Tennessee, 
Memphis, Tennessee; and Douglas H. Sprunt, M.D., Professor of Pa 
thology, University of Tennessee, Memphis. Cloth. Pp. 93, with illustra 
tions. Price $3.75. Charles C Thomas, Publisher, 301-327 FE. Lawrence 
Ave., Springfield, Ill., 1955. 

This hook does quite a good job of presenting, in an in 
teresting and usable manner, much of the material the office 
attendant needs to know. It seems to this reviewer that some 
unimportant material is included and that some important mate- 
rial is dealt with too summarily, but it is possible that this is 
not really a fault; what the book does not cover the doctor 
will probably tell his employee anyway, and much of the “unim- 
portant” material presented by the book she will learn in no 
other way. 

The section for office work is well done, giving all of the 
basic information and leaving many of the specific details to be 
suited to the occasion. The section for laboratory work is thor- 
ough and well written. In general, the book should be useful to 
anyone who employs office attendants, particularly those who do 
not have specially trained personnel available to them. 


TALKING WITH PATIENTS. By Brian Bird, M.D., Associate 
Professor of Psychiatry, Western Reserve University. Cloth. Pp. 154 
Price $3.00. J. B. Lippincott Company, East Washington Square, Phi! 
adelphia 5, 1955. 

According to the author of this book, “Of all the technical 
aids which increase the doctor’s power of observation, none 
comes even close in value to the skillful use of spoken 
words .. .,” which of course is another way of saying that the 
history is the most valuable part of the diagnosis, but also says 
much more. Dr. Bird feels that it is unfortunate that all 
medical graduates are assumed to know how to talk to patients 
effectively, because it is not necessarily true. 

The book is less concerned with specific technics of history 
taking than with presenting pertinent suggestions for the doc- 
tor’s use in difficult situations. For instance, there are chapters 
on talking with the angry patient, the bereaved patient, and the 
overly affectionate patient, as well as others which present 
problems that may have little or no apparent connection with 
the illness for which the patient is being treated. As an indica- 
tion that the author does not think that all of the problems are 
on the patient’s side, he has included chapters devoted to the 
anxious doctor and discussing fees. 

In general, this unpretentious pocket-size text should be 
quite helpful to the physician who does not know just what to 
say to a patient under certain difficult circumstances. The writ- 
ing is eminently readable, and the advice given is pertinent and 
practical. 


ACUTE PULMONARY EDEMA. By Mark D. Altschule, M.D., 
Assistant Professor of Medicine, Harvard Medical School, and Visiting 
Physician, Beth Israel Hospital, Boston; Director of Internal Medicine 
and of Research in Clinical Physiology, McLean Hospital, Waverley, 
Mass. Cloth. Pp. 68. Price $3.50. Grune & Stratton, Medical Pub 
lishers, 381 Fourth Ave., New York 16, 1954. 

The purpose of this book is to acquaint the reader with the 
clinical manifestations, basic physiologic considerations, physi- 
ologic pathology, and treatment of acute pulmonary edema. It 
does a good job of presenting useful information about this 
always annoying, sometimes puzzling, and frequently serious 
problem. The author notes that in some phases of the condition 
no definite conclusions can be reached, but that he is interested 
in presenting what is known about the subject. 
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The Life You Hold in Your Hands 


A baby born today has a far greater promise of more tomorrows. The tremendous 
reduction in infant mortality to 26.5 per 1,000 live births* (30% below 1945) 
is a tribute to your skill, research, improved techniques and the advances made 
in the field of infant nutrition. We join the parents of America in expressing 
our appreciation of the great strides made by the medical profession. 


Babies are our business ... our only business! - 


Gerber. Baby Foods 


FREMONT, MICHIGAN 


* Based on an estimated 4,091,000 births in 1955. Source: Vital Statistics, U. S. Dec. 1954 & 1955 Cumulative Figures. 
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hydrochloride 


{reserpine and hydralazine hydrochloride CIBA) 


When more than the central antihypertensive effect of 
Serpasil alone is needed to lower blood pressure, you 

will often see gratifying response to the combined 

antihypertensive action of Serpasil-Apresoline. And because 
Apresoline is effective in lower dosage when combined with 
Serpasil, there is a minimum of side effects. 
Norte: All patients to be given Serpasil-Apresoline may 

benefit from priming therapy with Serpasil. 


CIBA Suppiiep: Tablets #2 (standard-strength, seored), each containing 0.2 mg. 
Serpasil and 50 mg. Apresoline hydrochloride; Tablets #1 (half-strength, 
SUMMIT, N. J. 2/2283 scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 
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DOXINATE* 
A Better Answer to the 


Problem of Constipation 


Permits normal bowel habits—“. . . 
[Doxinate] certainly seems to be a bet- 
ter answer to this problem [constipa- 
tion] than do any of the therapeutic 
agents previously available.” 


Effective—“In all patients, the admin- 
istration of dioctyl sodium sulfosuccin- 
ate proved to be an effective fecal 
softener.” 


Gradual action —“The softening effect 
of ... [Doxinate] on the stool was ap- 
parent on the average in 48 hours.”? 


Nontoxic —‘“dioctyl sodium sulfosucci- 
nate has wide usefulness in . ... constipa- 
tion . . . without the danger of toxicity 
or decreasing effectiveness . . .”* 


Doxinate acts only on the bowel content. 


Doxinate increases the wetting ability of intes- 
tinal fluids as much as 25 times. The resultin 

homogenization of fecal material makes the stoo 
soft and yet well-formed for easy evacuation. 


Doxinate is completely free of irritant laxative 
or “bulk” effect —nor is flatulence or oily leakage 
ever a problem. 


Doxinate does not cause bowel movement. Instead, 
it permits normal bowel habits. 


dosage: 
Adults: one green 60 mg. capsule daily or one 
to three orange 20 mg. capsules daily. 


Infants and children: 1 cc. or 2 cc. once daily 
in formula, milk or orange juice. 


1. Spiesman, M. C., and Malow, L.: Journal-Lancet 
(June) 1956. 

2. Antos, R. J.: Southwestern Med. 37:236 (April) 
1956. 

3. Wilson, J. L., and Dickinson, D. G.: J.A.M.A. 
158:261 (May 28) 1955. 
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How vital to their happiness...the mother’s health. > in matters affecting her physical and mental well- 
With health, she can meet buoyantly and capably being . . . especially on his advice on scientific 
the demands of her family and her community. > methods of child-spacing. What more rewarding way 


Upon her health and vitality rests the happiness of for the doctor to expend his skill than in the perpetu- 


her family. She, in turn, depends upon the knowl- ation of the happy, healthy family . . . Hence, the 


edgeable, experienced judgment of her physician significance of his recommending 


AVAILABLE AT ALL LEADING PHARMACIES «+ KOROMEX JELLY, CREAM AND DIAPHRAGM COMPACT 


HOLLAND-RANTOS COMPANY. INC 145 HUOSON STREET NEW YORK' 13. N. 
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ESTINYL 


TABLETS 


comforts—Controls major symptoms within 6 to 10 days, hot y 
flushes in as few as 3 days. ee 


cheers—Confers a welcome feeling of physical sgerr and 
mental well-being. 


, compatible—Much less prone to cause the side effects so often 
experienced with stilbene derivatives. 


thrifty — Does “a better job at far less cost” sila is “much bettes 
to use than any of the so-called naturally conjugated estrogens.”* 


*Clinton, M., Round Table Discussion : New York J. Med. 54 3481, 1954. 
Estrnyu,® brand of Ethinyl Estradiol U.S.P 
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AVOID 
RE-INFECTION FROM 


VAGINAL 


TRICHOMONIASIS 


ARNAKY reports that in vaginal trichomoniasis 
. approximately 39 to 47 percent of resist- 
ant cases are reinfections from the sexual partner.”? 


Symptom-free carriers. Most infected husbands of 
infected wives are asymptomatic. They are “. . . none 
the less a potential source of re-infection in wives 


successfully treated.’”? 


Protect the wife. Karnaky recommends in recurrent 
cases of vaginal trichomoniasis that the husband 
wear a condom at coitus for as long as four to nine 
months. By the end of this time the trichomonads 
he harbors will usually die out.’ 


Prescribe bigh quality condoms. Take advantage of 
Schmid product improvements to win cooperation 
of the husband. According to the preferences of your 
patient, prescribe Schmid condoms by name. 


XXXX (rourex)® skins are made from the cecum 
of the lamb and are pre-moistened. They feel like 
the patient’s own skin and do not dull sensory effect. 
RAMSES® natural gum rubber condoms are different 
—transparent, tissue-thin, yet strong. 


Your prescription of Schmid condoms circumvents 
embarrassment, assures fine quality, provides essen- 
tial protection. 


Treat the wife. The Davis technique? with Vacisec® 
liquid shows better than 90 per cent success in 
clinical data obtained by more than 150 physicians.‘ 
Unusual three-way attack with Vacisec (originally 
“Carlendacide”) actually explodes trichomonads. 
Liquid and jelly. 

References: 

1. Karnaky, K. J.: Urol. & Cutan. Rev. 48:812 (Nov.) 1938. 
2. Lanceley, F., and McEntegart, M. G.: Lancet 1:668 (Apr. 
14) 1953. 3. Karnaky, K. J.: J.A.M.A. 155:876 (June 26) 
1954. 4. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


JULIUS SCHMID, 1Nc. 
prophylactics division 
423 West 55th Street, New York 19, N. Y. 


VAGISEC, XXXX (FOUREX) and RAMSES are registered trade-marks of 
Julius Schmid, Inc. 4Pat. App. for 
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JUST PUBLISHED! NEW 2nd (1956) EDITION 


Soffer—Diseases 
the Endocrine Glands 


By Louis J. Sorrer, M.D., F.A.C.P. 


Clinical Professor of Medicine, State University of New York, College of Medicine in New York City; 
Attending Physician and Head of Endocrinology, Mt. Sinai Hospital, New York 


New 2nd Edition. In this sound and well regarded 
work, Dr. Soffer presents a detailed account of the 
physiological considerations and various endocrine dis- 
eases met in daily practice. The text covers all clinical 
syndromes and their complete management, including 
the currently accepted tests of endocrine function. 
Every point, every phase of diagnosis and treatment is 
taken up clearly, with instructions on what to look for, 
what you may find, what to do, how and when to do 
it, and the results you may expect. The physiological 
considerations have been explored thoroughly in prac- 
tical, comprehensive discussions. 


For the new 2nd edition, Dr. Soffer has revised the 
text matter page by page and brought his work fully 
up to date. The new material reflects the considerable 
progress that has been made in this field since the 
publication of the previous edition. There are many 
new illustrations. The book is based on Dr. Soffer’s ex- 
tensive clinical and laboratory experience. This edition 
has again been written with the assistance of Dr. J. 
Lester Gabrilove and Dr. Arthur R. Sohval. Clinicians, 
endocrinologists, practicing physicians, internists, pa- 
thologists, physiologists and medical students will find 
the text an invaluable aid for study and reference. 


New 2nd Edition. 1032 Pages. 102 Illustrations and 3 Plates in Color. 28 Tables. 


LEA & FEBIGER 


$16.50 


Washington Square Philadelphia 6, Pa. 


Triggered by nicotinic acid, 
VASTRAN rapidly oxygenates 
tissues and relieves ischemia... 
then delivers coenzymes to 
metabolize accumulations of toxic 
substrates resulting from 
inadequate oxidation. The 
pronounced flush of the blush 
areas following administration 
demonstrates the positive start of 
the VASTRAN “chain reaction” 
therapy. 


VASTRAN Tablet 
contains: 50 mg. nicotinic acid and 100 mg. 
ascorbic acid, plus riboflavin, thiamine 
mononitrate, pyridoxine HC1 and 

vitamin By. Bottles of 100 and 500. 


intramuscular _ Rach ce. of 


VASTRAN AMP Solution contains 

20 mg. nicotinic acid, 75 mcg. vitamin Biz 
and 25 mg. adenosine-5-monophosphoric 
acid. In 5cc. sterile vials. 


Aample amd on nequect 
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440 Fairmount Ave. + Philadelphia 
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Lift the depressed patient up to normal 
without fear of overstimulation ... 


with new 


® 
A HAPPY MEDIUM dM 


IN PSYCHOMOTOR 
STIMULATION 


vA 
ff e Boosts the spirits, relieves physical fatigue 
/ and mental depression .. . yet has no appreciable 
/ effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 


which gently improves mood, relieves psychogenic fatigue 
“without let-down or jitters . . .”! and counteracts over- 
sedation caused by barbiturates, chlorpromazine, rauwolfia, 
and antihistamines. 

Ritalin is “a more effective and less over-reactive drug 
than amphetamine or its derivatives.”? It does not produce 
the “palpitation, nervousness, jitteriness, or undue pressure 
in the chest area ...so frequently mentioned by patients on 
[dextro-amphetamine sulfate].’’% 


Dosage: 5 to 20 mg. b.i.d. or t.i.d., References: 1. Pocock, D. G.: 
djusted to the individual. Personal communication. 
2. Harding, C. W.: Personal 
communication. 3. Hollander, 
ean W. M.: Personal communi- 
cation. 


Supplied: Tablets, 5 mg. 

(yellow) and 10 mg. (blue); 
bottles of 100, 500 and 1000. 
Tablets, 20 mg. (peach- j 
colored); bottles of 100 f 
and 1000. } 


CIBA 


SUMMIT, N.J. 
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crving condition. The twe mood. amelioréil it 
_ components et “Dexamyl’ work synergistically to provide’ 
a unique “normalizing” effect whieh subtly replaces bal 
depression and anxiety with a renewed sense of cheerfulm ess Ss). 
confidence and optimism—thereby helping to restore the Be 
to think = work. 


DexamyLl Spanmate! capone 


(Dexedrine* and amobarbital) 
Smith, Kline & French Laboratories, Philadelphia 


*T.M, Reg. U.S. Pat, Off, 
Reg. U.S. Pat. Off. for SKF 
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For Initial Therapy 


The dose-response curve of 
Rauwiloid is flat, and its dos- 
age is uncomplicated and 
easy to prescribe...merely 
two 2 mg. tablets at bedtime. 


Effective in up to 80% of mild hypertensives! and in 
many patients with more severe forms of hypertension.’ 


Rauwiloid represents the balanced, mutually potentiated 
actions’ of several Rauwolfia alkaloids, of which reserpine and 
the equally antihypertensive rescinnamine have been isolated. 


Hence, reserpine is not the total active antihypertensive 
principle of the rauwolfia plant. 


Rauwiloid is freed of the undesirable alkaloids of the whole 
rauwolfia root. Recent investigations confirm the desirability 
of Rauwiloid (because of the balanced action of its contained 
alkaloids) over single alkaloidal preparations; ‘‘...mental de- 
pression... was...less frequent with alseroxylon...’” 


1. Moyer, J. H., in discussion of Galen, W. P., and Duke, J. E.: Outpatient Treatment 
of Hypertension with Hexamethonium and Hydralazine, South. M. J. 47:858 (Sept.) 
1954. 

2. Finnerty, F. A., Jr.: The Value of Rauwolfia Serpentina in the Hypertensive Pa- 
tient, Am. J. Med. 17:629 (Nov.) 1954. 

3. Cronheim, G., and Toekes, I. M.: Comparison of Sedative Properties of Single 
Alkaloids of Rauwolfia and’ Their Mixtures, Meet. Am. Soc. Pharmacol. & Exper. 
Therap., Iowa City, Iowa, Sept. 5, 1955. 

4. Moyer, J. H.; Dennis, E, and Ford, R.: Drug Therapy (Rauwolfia) of Hyperten- 
sion. [I. A Comparative Study of Different Extracts of Rauwolfia When Each Is Used 
Alone (Orally) for Therapy of Ambulatory Patients with Hypertension, A.M.A. Arch. 
Int. Med. 96:530 (Oct.) 1955. 


Rauwiloid is the original alseroxylon fraction of India-grown 
Rauwolfia serpentina, Benth., a Riker research development. 
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Unlike most Americans, storks and 
their cargo struck it lucky in 1929. 


Up till then, the joyous news of the 

safe arrival was frequently, and immediately, 
drowned out by the clamorous cries of the hungry, 
colicky baby who couldn’t tolerate the food the 
brand-new world offered. 


But in 1929, medical research discovered an ideal 
solution to infant feeding problems— 
evaporated milk. 


Since then, more than 50,000,000 babies have made 
sure, steady, healthy growth on evaporated milk 
formula. Since then, storks haven’t had a 

worry ia the world... 


And no other type of bottle feeding combines all | 
evaporated milk’s advantages—the higher protein EVAPOR 


ATE 
level necessary to duplicate the growth effect 
of human milk protein . . . flexibility . . . 


maximum nutritional value... maximum economy. 


PET EVAPORATED MILK 


is the “going home” formula for more babies 
than any other form of milk. 


PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MISSOURI 
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Scientitic Staff Conferences 


Regular conferences of the entire re- 
search staff are held so that the pooled 


It | from Carnation Research Laboratory 


6 Research Divisions 
Carnation general research projects are 
conducted under six major laboratory 
divisions: three Dairy Product Labora- 
tories, the Nutrition Laboratory (chem- 
ical and biochemical), the Cereal Labo- 
ratory and the Analytical Laboratory. 


knowledge of these highly qualified 
men may establish broad general 
directions for major research projects. 
Such conferences also keep the entire 
staff informed of current progress in 
all six major research divisions. 


Continuous, Planned Research 
protects the uniform optimum high 
quality of both established and new 
Carnation food products. 


CARNATION PROTECTS YOUR 
RECOMMENDATION WITH 


CONTINUOUS 5S-PHASE RESEARCH: 


Carnation Research Laboratory, 
Carnation Farms, 
Carnation Plant Laboratories, 
Carnation Central Product 
Contro/ Laboratory, 
Carnation-sponsored University 
and Association Research. 


**from Contented Cows” 
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Many Doctors (and patients) 
prefer the tablet form of 


ACHROMYCIN" 


HYDROCHLORIDE 
TETRACYCLINE HCI 


Easily swallowed, quickly absorbed. Potencies of 50, 100, and 250 mg. 


When modern, broad-spectrum therapy is indicated, many doctors 
regularly prescribe ACHROMYCIN Tablets. Their odorless, thin sugar 
coating quickly dissolves for prompt absorption and because of their 
small size, ACHROMYCIN Tablets are often more acceptable to patients. 
To meet the needs of almost any patient or regimen, 

ACHROMYCIN Tablets are offered in three potencies: 50, 100, and 250 mg. 


But tablets or capsules, ointment or syrup—whichever of the 21 dosage 
forms you prescribe, you can count on the efficacy of ACHROMYCIN. 
This outstanding antibiotic provides true broad-spectrum activity, 

and prompt control of infection with minimal side effects. 


HIGHEST QUALITY. No matter 
which of the many forms of 
ACHROMYCIN you choose, be 
assured of its purity and potency. 
Every gram of ACHROMYCIN is 
produced in Lederle’s own labo- 
ratories, and offered only under 
the Lederle label. 


NEW DROPPER-BOTTLE makes it 
easy for mothers to dispense AcHRo- 
MYCIN Liquid Pediatric Drops (Cherry 
Flavor) accurately. Drops can be 
squeezed directly onto child’s tongue 
or into a spoon or mixed with milk, 
juice, other liquid. Potency: 1 drop 
equals 5 mg. Dosage: One drop per 
day per pound of body weight. 


DELIGHTFUL TASTE (cherry!) makes 
ACHROMYCIN Syrup popular with any 
patient, especially youngsters. As a 
result, you can feel more confident 
that your prescribed regimen is being 
followed closely. Potency: 125 mg. 
per 5 cc. 


IN THE OFFICE or in the home, many 
physicians initiate antibiotic therapy 
with ACHROMYCIN Intramuscular, then 
prescribe one of the many oral forms 
to continue treatment. ACHROMYCIN 
IM is offered in convenient vials of 
100 mg. 


The Lederle representative or 
your local pharmacist will gladly 
tell you about the many other 
Acuromycin dosage forms. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


“res. U.S. PAT. OFF. 
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2 IBEROL Filmtabs a day supply: 


Ferrous Sulfate, U.S.P..................... 1.05 Gm. 
(Elemental Iron—210 mg.) 


1 U.S.P. Oral Unit 

‘ (Vitamin B,, with Intrinsic Factor 
Concentrate, Abbott) 


Thiamine Mononitrate...................... 


200 mg. 


Pyridoxine Hydrochloride.................. 


Calcium Pantothenate...................... 


WHY THE COMPLETE B COMPLEX? 


In a recent symposium on Nutritional Aspects of Blood 
Formation, Vilter' reported that a diet rich in the B-complex 
vitamins should be prescribed when treating nutritional 
anemia, because of the importance of the B complex to 
cellular metabolic functions. When you need an oral hern- 
atinic that combines potent antianemia therapy with basic 
nutritional support, remember that— 


IS IRON-PLUS 


1. Vilter, Richard W., Essential Nutritients in the Management of Hematopoietic 
Disorders of Human Beings: A Résumé, American Journal of Clinica! Nutrition, 


3:72, Jan.-Feb., 1955. 


606167 


Wares 6 mg. 
6 mg. 
dif ference 
6 mg. 
§$150 me. 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Sixtieth Annual Convention, Hotel 
Statler, New York City, July 16-20. 
Program Chairman, Myron C. Beal, 
17 Vick Park A., Rochester 7, N. Y. 


Academy of Applied Osteopathy, annual 
meeting, Hotel Statler, New York 
City, July 20-21. Program Chairman, 
Margaret H. Raffa, 5009 Central Ave., 
Tampa 3, Fla. Secretary, Margaret W. 
Barnes, Box 1345, Carmel, Calif. 

American College of General Practi- 
tioners in Osteopathic Medicine and 
Surgery, annual meeting, Hotel Statler, 
New York City, July 16. Secretary, 
Alfred J. Schramm, 5880 San Vicente 
Blvd., Los Angeles 19. 

American College of Neuropsychiatrists, 
annual meeting, Hotel Statler, New 
York City, July 13-15. Secretary, Don 
C. Littlefield, 4320 Atlantic Ave., Long 
Beach 7, Calif. 

American College of Osteopathic Intern- 
ists, annual meeting, Muehlebach Ho- 
tel, Kansas City, Mo., October 4-6. 
Program Chairman, Richard DeNise, 
720-22 Sixth Ave., Des Moines 9, Iowa. 
Secretary, Glennard E. Lahrson, 460 
Staten Ave., Oakland 10, Calif. 

American College of Osteopathic Obste- 
tricians and Gynecologists, annual meet- 
ing, Bellevue-Stratford Hotel, Phila- 
delphia, February 18-20. Program 
Chairman, P. J. MacGregor, Jr., 706 
J. M. S. Bldg., South Bend 1, Ind. 
Secretary, Harold K. Morgan, 3268 W. 
32nd Ave., Denver 11. 

American College of Osteopathic Pedia- 
tricians, annual meeting, Hotel Statler, 
New York City, July 12-14. Secretary, 
Harold H. Finkel, 248 W. Main St., 
Ephrata, Pa. 

American College of Osteopathic Sur- 
geons, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit, October 28-Novem- 
ber 1. Secretary, Orel F. Martin, Box 
474, Coral Gables 34, Fla. 

American Osteopathic Academy of Geri- 
atrics, annual meeting, Hotel Statler, 
New York City, July 18-20. Secretary, 
John K. Johnson, Jr., Johnson Osteo- 
pathic Clinic, West on Lincoln High- 
way, Jefferson, Iowa. 

American Osteopathic Academy of Ortho- 
pedics, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit, October 28-Novem- 
ber 1. Secretary, J. Paul Leonard, 2673 
W. Grand Blvd., Detroit 8. 

American Osteopathic College of Anes- 
thesiologists, annual meeting, Shera- 
ton-Cadillac Hotel, Detroit, October 
28-November 1. Secretary, Crawford 

M. Esterline, Box 155, Kirksville, Mo. 

American Osteopathic College of Oph- 
thalmology and Otorhinolaryngology, 
annual meeting, Hotel Statler, Cleve- 
land, July 25-27. Program Chairman, 
H. TI. Stein, 3025 W. Diamond St., 
Philadelphia 21, Executive Secretary, 
Clifford C. Foster, 1388 Gladys Ave., 
Lakewood 7, Ohio. 
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*KCamitox is the non-sensitizing antipruritic supplied in 114-0z. tubes and 
1-lb. jars by THos. LeeEMING & Co., INc., 155 East 44th St., New York 17, N. Y. 


American Osteopathic College of Pathol- 
ogists, annual meeting, Hotel Statler, 
New York City, July 16-17. Secretary, 
Arthur L. Wickens, Mount Clemens 
General Hospital, Macomb at North, 
Mount Clemens, Mich. 

American Osteopathic College of Physi- 
cal Medicine and Rehabilitation, annual 
meeting, Hotel Statler, New York City, 
July 17. Secretary, John A. Schuck, 
1721 Griffin Ave., Los Angeles 31. 

American Osteopathic College of Radiol- 
ogy, annual meeting, Sheraton-Cadillac 
Hotel, Detroit, October 28-November 
1. Program Chairman, George B. Hy- 
lander, West Side Osteopathic Hospi- 
tal, 1253 West Market St., York, Pa. 
Secretary, F. A..Turfler, Jr., South 


Bend Osteopathic Hospital, 118 S. Wil- 
liam St., South Bend 2, Ind. 

American Osteopathic Hospital Associa- 
tion, annual meeting, Sheraton-Cadillac 
Hotel, Detroit,»October 28-November 1. 
Program Chairman, Mr. Philip Rosen- 
thal, Metropolitan Hospital, Philadel- 
phia. Secretary, Mrs. Byron Axtel, 
Princeton, Mo. 

American Osteopathic Society for ‘te 
Study and Control of Rheumatic Dis- 
eases, annual meeting, Hotel :Statler, 
New York City, July 18. Secretary, 
E. C. Andrews, Ottawa Arthritis Hos- 
pital and Diagnostic Clinic, Ottawa, III. 

American Osteopathic Society of Proc- 
tology, annual meeting, Hotel Statler, 
Detroit, April Secretary, Carl 
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IN DIABETE S... 


greater security 


against vascular complications 


Increased threat of vascular complications 


in diabetic patients can result from recurring 


‘episodes of inadequate control; at such times 


amino acids are “‘wasted” by de-amination 


in the liver and normal dietary security 


against lipotropic deficiency fades. 


TRADE MARK 


(Sherman Lipotropie Capsule) One capsule t.i.d. | 


prove capillary integrity, as 
well as 3000 units vitamin A, | 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 


Gericaps contain the true lipo- 
tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 


SEND FOR comprehensive review: 
“Prevention of Vascular 
Complications of Diabetes”’ 
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Fourth Ave., Flint 4. Executive Secre- 
tary, Mr. Harve Lamont Smith, 81 
Glendale, Highland Park 3. 

Missouri, annual meeting, Hotel Jeffer- 
son, St. Louis, October 9-11. Program 
Chairman, R. A. Michael, 209 Monroe 
St., Jefferson City. Executive Secre- 
tary, Mr. Paul D. Adams, 325 E. Mc- 
Carty St., Jefferson City. 

Montana, annual meeting, Billings, July 
5-7. Secretary, Blanche R. Diestler, E. 
Lakeshore, Bigfork. 

New York, annual meeting, Hotel Utica, 
Utica, October 12-13. Program Chair- 
man, Allen S. Prescott, 800 Keith 
Bldg., Syracuse 2. Secretary, C. Fred 
Peckham, 27 W. Bridge St., Oswego. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 25-27. 


Stillman, Jr. 3523 Fifth Ave., San 
Diego 3, Calif. 

Kentucky, annual meeting, Brown Hotel, 
Louisville, October 10-11. Program 
Chairman, Charles R. Conley, 300 
Main St., Greenup. Secretary, Martha 
Garnett, 2829 Brownsboro Road, Louis- 
ville 6. 

Maine, annual meeting, Samoset Hotel, 
Rockland, June 14-16. Professional Ed- 
ucation Chairman, Richard Wallace, 
Hollis Center. Midyear meeting, Elm- 
wood Hotel, Waterville, December 7-8. 
Secretary, Roswell P. Bates, 72 Main 
St., Orono, 

Michigan, annual meeting, Pantlind Ho- 
tel, Grand Rapids, October 1-3. Pro- 
gram Chairman, George E. Himes, 
Flint Osteopathic Hospital, 416 W. 
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Program Chairman and Secretary, S. 

Dales Foster, 710 Public Service Bldg., 
Asheville. 

Northwest Osteopathic Convention, Chi- 
nook Hotel, Yakima, Wash., June 25-27. 
Program Chairman, Wilbert B. Saun- 
ders, 4730 University Way, Seattle 5. 

Oklahoma, annual meeting, Biltmore 

Hotel, Oklahoma City, November 7-°. 

Program Chairman, Melvin A. Kiese! 

Hinton Community Hospital, Hinton. 

Executive Secretary, Mr. Walter L. 

Gray, 210-212 Braniff Bldg., Oklahoma 

City. 


Oregon: See Northwest Osteopathic 
Convention. 
Pennsylvania, midyear meeting, York- 


town Hotel, York, April 27-28; annu:! 
meeting, Bellevue-Stratford Hotel, 
Philadelphia, September 21-23. Program 
Chairman for both meetings, William 
L. Silverman, 117 Merion Rd., Merion 
Secretary, Thomas F. Santucci, 2140 
S. Broad St., Philadelphia 45. 

South Dakota, annual meeting, Cataract 
Hotel, Sioux Falls, June 10-12. Pro- 
gram Chairman, L. H. Shoraga, Al- 
cester. Secretary, Earl W. Hewlett, 
417 W. 27th St., Sioux Falls. 

Utah and Wyoming, annual meeting, 
Ambassador Athletic Club, Salt Lake 
City, June 30-July 1. Program Chair- 
man, Wilford G. Hale, 506 West 2nd 
South, Logan. 

Vermont, annual meeting, Hotel Vermont, 
Burlington, October 5-7. Program 
Chairman, Bentley Neal, White River 
Junction. Clerk, Howard I. Slocum, 
Battell Block, Middlebury. 

Western States Osteopathic Society of 
Proctology, annual meeting, Mayo 
Hotel, Tulsa, Okla., October 8-10. Pro- 
gram Chairman, Glenn Miller, 2100 N. 
Robinson St., Oklahoma City 3. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2. 

Wyoming: See Utah. 


State and National Boards 


ALABAMA 

Examinations June 26-29 at the State 
Capitol, Montgomery. Address D. G. Gill, 
M.D., secretary, Board of Medical Ex- 
aminers, State Office Bldg., Montgom- 
ery 4. 

ARIZONA 

Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowceil 
Road, Phoenix. 

Officers of the Board are: Presidei', 
R. O. McGill, Phoenix; vice presideri 
L. A. Nowlin, Phoenix; and secretar:- 
treasurer, Dr. Peterson. 
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CALIFORNIA 
Officers of the Board of Osteopathic 
Examiners are: President, Charles E. 
Atkins, Fresno; vice president, Russell 
M. Husted, Long Beach; and secretary- 
treasurer, Glen D. Cayler, Sacramento. 
Dr. Atkins and Eugene C. Darnall, 
Berkeley, have been reappointed to the 
Board for terms expiring December 21, 
1958. 
COLORADO 
Basic science examinations September 
5-6. Applications must be filed by Au- 
gust 22. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 
Ogden St., Denver 18. 


CONNECTICUT 
Examinations July 10-11. Applications 
must be filed 2 weeks prior to exami- 
nation. Address Frank Poglitsch, D.O., 
secretary, Osteopathic Examining Board, 

300 Main St., New Britain. 


DELAWARE 
Examinations July 10-12. Address Jo- 
seph S. McDaniel, M.D., secretary, Board 
of Medical Examiners, 229 S. State St., 
Dover. 
GEORGIA 
Examinations July 3 at Atlanta. Ad- 
dress Harry E. Huff, D.O., acting secre- 
tary, Board of Osteopathic Examiners, 
Tifton. 
ILLINOIS 
Examinations June 19-21 in Chicago. 
Address Mr. Frederic B. Selcke, Superin- 


tendent of Registration, Department of ° 


Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations July 10 at 
the Capitol Bldg., Des Moines. Address 
Ben H. Peterson, Ph.D., secretary, Board 
of Basic Science Examiners, Coe College, 
Cedar Rapids. 


MAINE 

Officers of the Board of Osteopathic 
Examination and Registration are : ‘Chair- 
man, M. Carman Pettapiece, Portland, 
and secretary-treasurer, George Frederick 
Noel, Dover-Foxcroft. Dr. Noel has 
been reappointed to the Board for a 
term expiring March 23, 1961. 


MARYLAND 

Examinations in June. Address Chris- 
topher L. Ginn, D.O., secretary, Board of 
Osteopathic Examiners, 419 No. Charles 
St., Baltimore 1. 


MASSACHUSETTS 
Examinations July 10. Address Robert 
C. Cochrane, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston 33. 


MISSISSIPPI 
Examinations June 25-26 at the Ed- 
wards Hotel, Jackson. Applications must 
be filed by June 15. Address R. N. Whit- 
field, M.D., assistant secretary, Board of 
Health, Old Capitol, Jackson 5. 


MONTANA 
September 4. Address 


Examinations 


.. patently practical 


1.8-DIHYDROXYANTHRAQUINONE 


INDUCES SMOOTH, EASY EVACUATION 


NONTOXIC, NONHABITUATING 


Dosage: 
able: 1 pint dispensing bottles. 


33455 
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impractical patent... 


Here’s a contraption to serve m’lady 
whether she’s in for a frock or a fire. 
All she needs is a shape likea bird cage 
and someone who'll stay inthe burning 
building to lower her to the ground. 
A cage for the bird who designed this 
dressmaker’s dummy-and-fire escape 
might be more practical. 

PAT. No. 10190, 1892. 
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PERISTALTIC STIMULANT 
selective, persuasive, crystalline-pure 


EQUALLY EFFECTIVE in occasional and chronic constipation. 


SPECIFIC COLONIC ACTION produces virtually normal evacuation. 
DOES NOT INCREASE MOTILITY of the small intestine. 


Tablets—1 or 2before retiring. Available: 75mg. scored tablets, in bottles of 100. 


Suspension-—for children and adults who can't take tablets, 1 to 3 tsp. before 
retiring, children ¥% to 1 tsp. or less as required (37.5 mg. per tsp.). Avail- 


DORBANE IS SCHENLEY'S REGISTERED TRADEMARK FOR A LAXATIVE. 


SCHENLEY LABORATORIES, INC. /o., « 
New York 1, New York Schejifabs 


Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma _ Bldg., 
Missoula. 


NEVADA 
Professional examinations June 30. 
Applications must be filed 2 weeks prior 
to examination. Address Walter J. 
Walker, D.O., secretary, Board of Os- 
teopathic Examiners, 210 W. Second St., 
Reno. 


Basic science examinations July 3. Ad- 
dress Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 
Examinations September 12-13 at Con- 
cord. Address John S. Wheeler, M.D., 


secretary, Board of Registration in Medi- 
cine, State House, Concord. 


NEW JERSEY 
Examinations June 19. Address Pat- 
rick H. Corrigan, M.D., acting secretary, 
Board of Medical Examiners, 28 West 
State St., Trenton 8. 


NEW MEXICO 
Basic science examinations July 15. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NORTH CAROLINA 
Examinations July 2-3 at Raleigh. Ap- 
plications must be filed by June 15. Ad- 
dress F. R. Heine, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, 108 Kensington Rd., Greensboro. 
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Arobon is derived from 
processed carob flour high in 
naturally occurring lignin, 
micellulose and pectin. Ppro- 
vides 2.7 calories per gram. 


Composition 


Lignin, hemicellulose. 
pectin 22.0 


Per cent 


ber... . 
Soluble carbohydrate: 
Protein 


Stools’ i most frequent 


__Nestle_, time-honored name in 


problem in infancy 


Loose stools in infancy pose a common but 
vexing problem for every pediatrician and 
every mother. Symptoms may not reach the 
stage of watery diarrhea, yet may lead to a 
wide variety of annoying side effects. Loose 
stools may be readily controlled by Arobon 
without resorting to medications or drastic 
changes in 


Simply stir into the formula...pleasant 
tasting Arobon is not a drug...yet it is a 
most effective and safe antidiarrheal agent 
..-no contraindications. 

In specific diarrheas Arobon checks symp- 
toms quickly, before physiologic effects 
become dangerous. An excellent aid when 
antibiotics are called for. 


the field of infant nutrition 


THE NESTLE COMPANY, INC. 
Professional Products Division 


White Plains, New York 


NORTH DAKOTA 
Examinations July 14 at Minot. Ad- 
dress G. L. Hamilton, D.O., secretary, 
Board of Osteopathic Examiners, Ringo 

Bidg., 119 S. Main St., Minot. 


OKLAHOMA 
Ray H. Thompson, Vinita, has been 
appointed to the Board of Osteopathy for 
a term expiring April 19, 1961. He re- 
places R. V. Montague of Okmulgee. 


RHODE ISLAND 
Professional examinations July 5-6. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 
Basic science examinations August 29 


in Room 366, State Office Bldg., Provi- 
dance. Address Mr. Casey. 


SOUTH CAROLINA 
Examinations June 19 at Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 525, Summerville. 


SOUTH DAKOTA 
Examinations July 17-18 at Sioux 
Falls. Address Mr. John C. Foster, ex- 
ecutive secretary, Board of Medical and 
Osteopathic Examiners, Room 300, First 
National Bank Bldg., Sioux Falls. 


TENNESSEE 
Examinations August 8 at Nashville. 
Applications must be filed by July 15. 
Address M. E. Coy, D.O., secretary, 
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Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 


WASHINGTON 


Professional examinations July 16-18 
and basic science examinations July 11- 
12 at the School of Medicine, University 
of Washington, Seattle. Applications 
must be filed by June 29. Address Mr. 
Edward C. Dohm, secretary, Profes- 
sional Division, Department of Licenses, 
Olympia. 


WEST VIRGINIA 


Examinations June 25-26 at the Daniel 
Boone Hotel, Charleston. Applications 
must be filed 10 days prior to examina- 
tion. Address T. L. Sharpe, D.O., secre- 
tary pro tem., Board of Osteopathy, 212 
W. Burke St., Martinsburg. 

Earl K. Lyons, Elkins, has been ap- 
pointed to the Board to fill the unexpired 
term of T. H. Lacey, Parkersburg. Dr. 
Lyons will serve through June 30, 1958. 


WISCONSIN 

Professional examinations July 10 at 
Milwaukee. Address Thomas W. Tor- 
mey, Jr., M.D., secretary, Board of Med- 
ical Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 

Basic science examinations September 
21 at the Assembly Chamber, State Capi- 
tol, Madison. Applications must be filed by 
September 13. Address Mr. William H. 
Barber, secretary, Board of Examiners 
in the Basic Sciences, 621 Ransom St., 
Ripon. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


During June—Hawaii, $5.00 for resi- 
dents, $2.00 for nonresidents. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Honolulu 48. 

Before June 30—Delaware, $20.00. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 

June 30—Virginia, $1.00. Address K. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S.W., 
Roanoke. 

July 1—Idaho, $10.00. Address Miss 
Margaret Gilbert, Director, Occupational 
License Bureau, Department of Law En- 
forcement, State House, Boise. 

July 1—Kansas, $5.00. Address Forrest 
H. Kendall, D.O., secretary, Board of 
Osteopathic Examination and Registra- 
tion, 4201%4 Pennsylvania Ave., Holton. 

July 1—Michigan, $5.00. Address P. 
Ralph Morehouse, D.O., assistant secre- 
tary, Board of Osteopathic Registration 
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and Examination, 214 S. Superior St., 
Albion. 
July 1—New Mexico, $5.00. Address 


H. E. Donovan, D.O., secretary, Board 


of Osteopathic Examination and Regis- 
tration, Donovan Osteopathic Hospital, 
Raton. 

July 1—North Dakota, $3.00. Address 
G. L. Hamilton, D.O., secretary, Board 
of Osteopathic Examiners, Ringo Bldg., 
119 S. Main St., Minot. 

July 1—Oklahoma, $2.00. Address G. 
R. Thomas, D.O., secretary, Board of 
Osteopathy, 1100 N.W. 36th St. Okla- 
homa City 18. 

July 1—West Virginia, $2.00. Address 
T. L. Sharpe, D.O., secretary pro tem., 
Board of Osteopathy, 212 W. Burke St., 
Martinsburg. 

Within 60 days after July 1—Indiana, 
$5.00 for residents, $10.00 for nonresi- 
dents. Address Ruth V. Kirk, executive 
secretary, Board of Medical Registration 
and Examination, 538 K. of P. Bldg., 
Indianapolis 4. 

September 1—Ohio, $2.00. Address H. 
M. Platter, M.D., secretary, State Medi- 
cal Board, 21 W. Broad St., Columbus 
15. 

September—Nebraska, $2.00. Address 
Mr. Husted K. Watson, Director, Bureau 
of Examining Boards, Department of 
Health, State Capitol Bldg., Lincoln 9. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 


Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 


Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; ob- 
stetrics and gynecology; pediatrics; neu- 
rology and psychiatry; public health, in- 
cluding hygiene, medical jurisprudence; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 


Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 


teopathic principles; 
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TO COUNTERACT 
corticoid-induced adrenal 
atrophy during corticoid 
therapy, routine support 

of the adrenals with ACTH 


is recommended. 


THIS IS THE PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


¢ When using prednisone or prednisolone: 

for every 100 mg. given, inject approximately 100 to 120 units 
of HP*ACTHAR Gel. 

¢ When using hydrocortisone: 

for every 200 to 300 mg. given, inject approximately 100 units 
of HP*ACTHAR Gel. 

© When using cortisone: 

for every 400 mg. given, inject approximately 100 units of 
HP*ACTHAR Gel. 


Discontinue administration of corticoids on the day of the 
HP*ACTHAR Gel injection. 


(IN J GELATIN) 


The Armour Laboratories brand of purified adrenocorticotropic 
hormone—corticotropin (ACTH) 


7 IN SAFETY AND EFFICACY 
More than 42,000,000 doses of ACTH have been given 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY @ KANKAKEE, ILLINOIS 


Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, 
and Los Angeles colleges. 

Eligibility requirements are as follows: 


Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 
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to help 
your 


patients 
past 40 
correct... 


biliary dyspepsia & constipation 


Rehfuss? has stated that after 40, constipation is “the greatest single medical 
problem” and Shaftel? reports on the exceptional clinical results of Caroid® 
and Bile Salts in chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints 
of flatulence and indigestion point to biliary dysfunction and digestive im- 
pairment as factors coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these 
cases. Through their 3-way action, they: 

e INCREASE BILE FLOw 

¢ IMPROVE DIGESTION 

¢ PROVIDE GENTLE LAXATION 


Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically 
established and proved over the years. Try them in your next case of biliary 


dyspepsia and constipation. 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1. Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 


DIRECTIONS IN CHILD WELFARE 
PROGRAMS* 
Leonard W. Mayo 


Director 
Association for the Aid of Crippled Children 


A significant evolution has been taking 
place in social services for children dur- 
ing the last two decades which holds 
solid promise for the future. 

Many child-welfare programs have 
broadened their conception of the chil- 
dren whom they wish to reach. Methods 
of working with and for children have 
changed. New uses for different types of 
treatment and care have been developing. 
Relationships between child-welfare work- 


*Reprinted from Children, July-August, 1955. 


ers and other professions working with 
children are becoming more frequent and 
meaningful. Most important, perhaps, 
has been the growing acceptance of the 
principle that, to be effective, social serv- 
ices for children must be based in the 
local community and encompass its total 
child-welfare needs. 

Forces within and without child wel- 
fare programs have affected this evolu- 
tion. Years of depression, war, and in- 
ternational tensions have left their marks 
on all social life. These experiences have 
helped to determine and refine the func- 
tion of these programs for children. 
Many developments must be credited to 
the greatly enlarged knowledge of the na- 
ture of human development and behavior 
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which has come out of the clinics, labora- 
tories, field tests, and observations of al! 
the social and medical sciences. The 
ability of child-welfare workers to deal 
effectively with human problems has 
grown progressively keener as the con- 
cepts from these other sciences have been 
woven into practice. Changing attitudes 
toward society’s responsibility to back up 
the individual’s economic and social 
health have helped along this evolution in 
child-welfare programs. And last, but 
not least in order of importance, public 
programs have had the financial suppori 
of all levels of government for the first 
time in their history. 

Twenty years ago when the Congress, 
in response to widespread need, included 
Part 3, Title V, in the Social Security 
Act it authorized grants to be given the 
States for the purpose of establishing, 
extending, and strengthening social sery- 
ices for homeless, dependent, and neg- 
lected children, and those in danger of 
becoming delinquent in rural areas and 
in areas of special need. 

Significantly, the Act imposed no limi- 
tation on the economic status of the chil- 
dren who might be served by programs 
aided with Federal funds. The money 
was to be used to develop programs of 
the broadest scope and highest possible 
standards—“adequate methods of commu- 
nity child welfare organization,” the Act 
stated. The Congress looked to the Chil- 
dren’s Bureau, which was made responsi- 
ble for administering the grants, to give 
lift and leadership to the States in de- 
veloping such programs. 


FEDERAL GRANTS 


At their start, Federal grants were 
fixed at $1,500,000 annually. This amount 
was raised to $1,510,000 in 1939, to pro- 
vide help to Puerto Rico; and to $3,500,- 
000 in 1946 as costs of service mounted 
and the child population increased. In 
1950, the Congress lifted the ceiling once 
more, to $10,000,000 annually. Appropria- 
tions since then, however, have never ex- 
ceeded $7,600,000. 

Over the years, as the child popula- 
tion has grown, and as pressures for help 
for disadvantaged children have intensi- 
fied, the Children’s Bureau reports, States 
and communities have assumed an in- 
creasing proportion of the program costs. 
For example, in the fiscal year 1954, 
State and local public-welfare agencies 
spent a total of $126 million from their 
own and Federal funds. Of this, 28 per- 
cent went for professional and facilitat- 
ing services, and 72 percent for direct 
foster-care payments. One-fifth of the 
former stemmed from Federal sources. 
Less than 1 percent of the latter came 
from Federal grants. 

Some States, with no pattern of public 
programs for child welfare in 1935, had 
to start from scratch. Others built on 
what they had, though much of it was 
spotty. In the years since, no single State 
has yet achieved a completely rounded 
program for all children throughout its 
area who need these specialized services. 
But every State is moving toward these 
objectives. 


f 
CAROID AND / BILE SALTS 
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Before 1935, both public and private 
child-welfare programs were little known 
in rural areas. What programs there 
were existed almost exclusively in cities. 
Only a few States had private statewide 
organizations attempting to spread serv- 
ices locally throughout their areas. About 
half had some type of State-administered 
activity, but on an extremely limited 
basis. 

Today, the Children’s Bureau reports, 
all 53 political subdivisions of the Nation 
are participating in public child-welfare 
programs. More than 50 percent of the 
counties, in which 74 percent of the Na- 
tion’s children live, have the service of at 
least one full-time public child-welfare 
worker. In June 1954, there were 3,850 
such workers. Steady progress toward 
total coverage of all States, though great- 
ly needed and much desired by the re- 
sponsible agencies, is directly related to 
the availability of additional funds, local, 
State, and Federal. 

From the beginning, each State has 
made its own plan, within the provision 
of the Act, for using Federal funds in 
the ways best suited to its needs and re- 
sources. All States have been free to 
call on the Children’s Bureau for techni- 
cal consultation, and all get help in firm- 
ing up their annual plans for the use of 
Federal grants. 

Because grants were small at the start, 
it was believed in the beginning that they 
should be used in the main to employ 
trained child-welfare workers, and not 
to finance the support of children in 
foster care or to pay for other types of 
direct care. Since 1946, and particularly 
since 1950, however, with increasing an- 
nual grants, this restriction has been 
lifted and States are using a small part 
of their Federal money to pay for the 
support of children in foster care. Some 
expenses involved in returning runaway 
children to their homes have also been 
met since 1950. 


BROADENED SCOPE 


Before these expanded programs goi 
under way, children served by public- 
welfare programs were principally those 
for whom foster care in homes or insti- 
tutions must be found, children born out 
of wedlock, and children referred by 
courts to public-welfare agencies because 
of delinquency charges, or because of 
neglect or abuse on the part of their 
parents. Too often, child-welfare work- 
ers were called in, after the fact, to do 
what they could to help rectify damage 
already done to children. 

These responsibilities continue to ab- 
sorb much of the time of public child- 
welfare workers. The ways in which 
they work, as described later, have un- 
dergone much change. Increasingly these 
public programs are proving helpful to 
children with the usual run of. social 
problems and to those more seriously 
disturbed. 

With the continued employment of mil- 
lions of mothers outside the home since 
World War II, day care for their chil- 
dren is urgently needed, and here and 
there public-welfare programs are coop- 


free from trichomoniasis 


in one menstrual cycle 


This receptionist’s symptoms of local 

itching and burning are gone, due to 

her doctor’s thorough powder insuf- 

flation and her own use of supposi- 

tories at home. 

© many cases refractory to previous ther- 
apies responded to TrRICOFURON com- 
bined therapy in 4 clinical studies of 
108 patients.* Cure rate was 89.9% 


© advantages: contains a specific, tricho- 
monacidal nitrofuran. Kills many sec- 
ondary invaders but permits essential 
Déderlein’s bacillus to exist. Effective 
in blood, pus and vaginal debris 


© officetreatment: insufflate TRICOFURON 
Powder twice the first week and once 
a week thereafter 


© home treatment: first week —the pa- 
tient inserts one TrIcOFURON Supposi- 
tory each morning and one each night 
at bedtime. Thereafter: one a day—a 
second if needed 


Suppositories contain 0.25% Furoxone® (brand of fura- 
hid in a water-miscibl ly sealed 

in green foil. Box of 12. Powder contains 0.1% Furoxone 

in water-soluble base composed of lactose, dextrose and 

citric acid. Bottle of 30 Gm. 

*Personal C to Medical I rt 

Laboratories. Detailed information on request 


one cycle regimen 
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EATON LABORATORIES, Norwich, N. Y. 


erating with private agencies in furnish- 
ing this service. Frequently, the public 
agency stimulates such service under pri- 
vate auspices and helps to raise the 
standards of both public and_ private 
groups. 

When mothers must be away from 
home because of hospitalization or other 
causes, in some places programs to pro- 
vide homemakers, working under the su- 
pervision of a child-welfare agency, are 
keeping children together in their own 
homes until mothers return. Many new 
uses are being discovered by both health 
and welfare workers for this valuable 
new “homemaker service,” again more 
frequently found in private, than in pub- 
lic, programs. 


Increasingly, families and_ individual 
adults are turning to child-welfare agen- 
cies for help for children with serious 
emotional difficulties. Such difficulties 
may be related only in part to the de- 
meaning poverty in which a child is liv- 
ing. Many of these children are still in 
their own homes, and in homes of all 
economic and social levels. The day is 
passing when public and private child- 
welfare programs are concerned only 
with the child of poverty, the child of a 
broken home, the child born out of wed- 
lock, or the child who is delinquent. 

No adequate yardsticks have yet been 
developed for measuring the total number 
of children helped by both public and 
private agencies, nor the financial contri- 
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There are substitutes for the mercury-type sphygmomanometer which 
undeniably have certain superficial advantages. But there is no substitute for 
unfailing accuracy, which only the true mercury-gravity instrument can assure. 


The mercury displacement principle in bloodpressure measurement ex- 
cludes the possibility of functional error in the instrument itself. It does not 
depend on the elasticity of metal, which varies, or on moving parts, which wear. 
Its action is governed solely by gravity—the most constant and unequivocal 
force known. As such, it provides the standard against which other types of 
manometers must be calibrated and checked when their accuracy is in doubt. 


| The Kompak Model. 


Other models, 
available: 

the Standby, 

the ‘300’, 

4 and the Wall Model. 


dae 


See them at your dealer's. 


To be sure 


The W. A. Baum Company makes true mercury- 
gravity manometers exclusively. We grant that 
precise accuracy in a bloodpressure reading may 
not in all cases be especially important. But if just 
one possibility for compounding error can be 
eliminated, is there any point in settling for less? 


STANDARD FOR BLOODPRESSURE 


bution to their treatment and care as- 
sumed by each. Some baseline figures 
covering part of child-welfare services 
were given by the census of children in 
foster family homes and institutions in 
1933. At that time, there were 249,000 
such children, 29 percent of whom were 
in the care of public agencies. Twenty 
years later, public agencies were caring 
for 50 percent of the 265,000 children in 
both kinds of foster care. But public 
and private agencies, however, help many 
more children than these figures indicate. 
The caseload of private agencies, like the 
public ones, reflect the increasing impor- 
tance that both place on helping children 
in their own homes thus diminishing to 
some extent the need for foster care. On 
December 31, 1954, of the 277,000 chil- 


dren reported to the Children’s Bureau 
as receiving casework services from pub- 
lic child-welfare agencies, 41 percent 
were living in the homes of their parents 
or relatives. By far the largest share of 
work with delinquent children, outside 
their own homes, throughout the 20 years, 
has been borne by public agencies. In 
contrast, a large share of the care of 
dependent children in institutions has 
been carried by voluntary agencies. 
Regardless of the proportion of total 
responsibility carried by public and pri- 
vate agencies, developments in the one 
intimately affect the other. Throughout 
the 20 years of federally-aided public 
programs there has been cross-fertiliza- 
tion of philosophy, methods of work, and 
experience which has been enriching to 
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both public and private services. To map 
the directions, then, in which these sery- 
ices have been moving in these 20 years, 
it is necessary to take a broad look at 
them, regardless of their sponsorship. 


Probably no single route that child- 
welfare services have taken in these 
years is as significant as its steady 
march toward cementing and bulwark- 
ing the life of the family as a unit of 
strength in our society. This represents 
a major change from earlier days when 
the principal preoccupation of child-wel- 
fare workers was, figuratively, to pick up 
the pieces when families had failed their 
children in one way or another, and to 
find new homes for them. 


In our culture the family has always 
been recognized as the social institution 
that figures most importantly in children’s 
lives. Its economic function in providing 
its members with the physical necessities 
of life has often been overemphasized. 
When the depression of the 30’s deprived 
millions of workers of the opportunity 
to live up to this expectation of them, 
social ways and means of providing eco- 
nomic security for families were found. 
In recent years, as employment has re- 
mained relatively high, and as_ public 
measures for strengthening the family’s 
income have become more adequate and 
inclusive, the deeper values of family life 
have received more attention. 


This shift in focus has been greatly 
helped by the insights that psychiatry 
and the social sciences have contributed 
and, many believe, by a greater apprecia- 
tion of spiritual values. Acutely aware 
of the deep significance, in personality 
development, of sustained parent-child, 
and especially of mother-child, relations. 
the modern-day worker seeks to preserve 
these relationships as long as they have 
any positive values for parents and child. 
Only when they cease to have any such 
potentials should children be removed 
from their own homes, and then for no 
longer than the situation warrants. 


When children are to be placed in fos- 
ter care, today’s worker no longer looks 
to this as the terminal point in his help 
to the child or his parents. During the 
child’s absence, whenever possible the 
worker makes himself the link between 
the child and his own family, and the 
link between his own family and the fos- 
ter family or institution that is caring for 
their child. 

This new awareness of psychiatric con- 
cepts has led workers to make other 
changes in practice. With their keener 
understanding of motivation in human 
behavior, workers realize that the action 
a parent or child takes in his own and 
in each other’s behalf may count for far 
more than any solutions a worker may 
devise. Accordingly, parents are helped 
to participate in all decisions affecting 
their child, even the decision as to whetl- 
er they shall be separated. The child's 
right to a substantial degree of “self 
determination” is also respected. It is the 
worker’s function to point out choices, to 
help parents and children come to grips 
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with alternatives and with the results of 
the choices they make. When placement 
elsewhere is necessary, parents are helped 
to see this as an expression of their own 
responsibility and not an admission of 
failure. By helping families build their 
own internal strengths, today’s worker 
finds that the removal of a child to fos- 
ter care can often be avoided, or that 
time away from home can be shortened 
if not avoided entirely. 


REFLECTIONS OF NEW KNOWLEDGE 


Changes in the whole adoption field 
are another reflection of the newer knowl- 
edge of a child’s emotional and social 
growth. The infant’s greatest emotional 
need, it is now believed, is to acquire a 
sense of trust in others, and that comes 
best from continuous attachment to a sin- 
cle “mother-person.” Accordingly, work- 
ers are questioning whether the place- 
ment of babies in adoption should be de- 
layed for psychological tests or other rea- 
sons. They are speeding up the inter- 
val between the natural mother’s release 
of her baby and his arrival in his new 
home. They are finding that some babies, 
previously thought unsuitable for adop- 
tion because of possible retardation, show 
a marked improvement in mental de- 
velopment when placed at an early age. 
In many places workers are finding adop- 
tive homes, too, for older children who 
are physically and mentally handicapped, 
and seeing them blossom in their new 
environment. 


Sensitive to the effect of a child’s rela- 
tionships on his emotional health, today’s 
workers attach more importance than 
ever to specialized uses of foster-family 
and institutional care for children. Some 
foster parents have unique skill in deal- 
ing with children emotionally disturbed, 
and workers are using these homes as 
treatment for both children and their own 
parents. 


Many child-caring institutions are re- 
examining their programs. For some 
years there has been a trend away from 
institutional care for infants and pre- 
school children and toward foster-home 
care for these age groups. On the other 
hand, it is now seen that some older chil- 
dren do best in a group setting provided 
by good institutional care. Such care, 
when adequately provided, proves to be 
an effective treatment method for many 
of those who are emotionally disturbed, 
retarded, delinquent, or in need of emer- 
gency shelter. The congregate type of 
institution, which places children in large 
groups where individual care and treat- 
ment is difficult, if not impossible, still 
exists. But more and more, institutional 
care is being transformed into highly 
specialized care of small groups of chil- 
dren with similar problems. 


Methods of locating children in need of 
help are also undergoing change. Twenty 
years ago, the test of a person’s readi- 
ness for help was usually a knock on the 
door of a child-welfare agency. As psy- 
chiatric concepts have influenced case- 
work, werkers are realizing that:the old 
test was not sufficient. More of them are 
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FROM DETROIT: 

**Pelton sterilization is much 
more complete and thorough 
than boiling or any type of 
cold sterilization. My school 
used Pelton.’’ 

FROM NEW YORK: 

“*l chose Pelton because of 
its double jacket and quick 
return to pressure on next 
sterilization."* 

FROM PENNSYLVANIA: 

**l chose Pelton because of 
its convenience and lack of 
necessity for emptying. and 
refilking."* 

FROM OHIO: 

“Ordinary boiling does not 
kill certain viruses. | have 
two Pelton sterilizers in my 
offices that have been used 
for 35 years and they are still 
going strong."’ 

FROM NEW YORK: 

**Ilt was recommended by the 
Chief of Staff, who has used 
one for many years with good 
results. It is just right for our 
needs, as far as size."’ 


FROM ILLINOIS: 

“The Pelton Autoclave is a 
much finer method of steriliz- 
ing especially since | use a 
large quantity of vaccines and 
serum in my Pediatric prac- 
tice. | was satisfied with my 
other Pelton equipment and |! 
feel Pelton products are good 
and stand the test of time."* 


*Nomes on request. 


WHY DOCTORS PREFER THE 


Pelton Autoclave 


Pelton Autoclaves give your patients the protec- 
tion they are entitled to. In an autoclave you can 
be SURE of complete destruction of micro- 
organisms, including every form of virus. Be 
certain your instruments are not spreading cross 
infection. And save time by sterilizing the Pelton 
way (only 13 minutes for instruments including 


loading and drying). 


ONLY THE PELTON HOLDS STEAM IN RESERVE 
ALL DAY AVAILABLE FOR INSTANT USE. 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 


now going out to people, and going out 
with better understanding of what moti- 
vates people to both ask for and accept 
help. 

In his practice, the modern well-trained 
case-worker brings‘ to bear on the prob- 
lems of the child a body of knowledge 
and experience out of which his own 
personal prejudices, insofar as possible, 
have been distilled. He has the convic- 
tion as well as knowledge that all hu- 
man behavior is meaningful, that people 
should be helped to carry out their own 
desires when these are socially desirable, 
that the authority imposed in a child- 
welfare worker has “positive” uses and 
is not to be employed in pushing people 


around, that at all times the use of one’s 
professional self must be objective, dis- 
ciplined, and warm. 

No longer is casework the only method 
child-welfare agencies use. Increasingly, 
agencies are dovetailing their casework 
with group work in behalf of the child 


with serious problems. These comple- 
mentary ways of working with the child, 
both as an individual and as a member 
of a group, are often found to be more 
productive in helping him handle his 
emotional and social problems in a more 
constructive and satisfying way. 
Community organization, too, is be- 
coming an important aspect of child wel- 
fare. It is evident that in planning and 
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providing services for emotionally ill and 
socially maladjusted children, child-wel- 
fare programs must integrate their ef- 
forts with other social, health, mental 
health, educational, court, and recreation- 
al agencies. These efforts have three ob- 
jectives: (1) to achieve better coopera- 
tion in meeting the varied needs of each 
child; (2) to promote services that are 
lacking; and (3) to anticipate and pre- 
vent the beginnings of social and emo- 
tional illness in children. 

These, then, are some of the important 
directions child-welfare work is taking as 
the first 20 years of federally aided pub- 
lic programs are rounded out. Of course 
their routes are traveled to a greater or 
lesser degree by the advance’ guard of 


agencies and workers. Many of those 
who lag do so, not because of lack of 
vision, but because of inadequate public 
understanding and financial support. 

The miracle is that so much has been 
accomplished with so little. Throughout 
their history, Federal grants, when di- 
vided among 53 departments of public 
welfare, have been modest, indeed. The 
lion’s share of State and local funds have 
had to go to meet the cost of supporting 
children in foster care. The burden of 
this cost is far from equally shared be- 
tween the three levels of government. 
When the Federal Government assumes 
its rightful share of this longtime and 
integral part of child-welfare programs, 
helping to make improved services and 


facilities available to all children who 
can benefit from the varied forms includ- 
ed in the single term “foster care,” then 
both health and welfare programs for 
children will be able to move ahead much 
faster. 

One fact, above all others, behind such 
progress as these welfare programs have 
been able to make in the past deserves 
emphasis. They have held high the torci 
for professional competence on the joi). 
Many State agencies have done a hervic 
job of staff development, through train- 
ing on the job and through underwriting 
graduate education. 

Since 1950, from 7 to 10 percent of 
Federal child-welfare funds have been 
used for training workers. Forty-five 
percent of all child-welfare workers e:- 
ployed by States have one year or more 
of graduate professional education. Most 
of the remaining 55 percent are at least 
college graduates. The goal for thie 
States continues to be 2 years of profes- 
sional education for all. 


THE JOB AHEAD 


What is the wave of the future for 
these services for children? 

Its curve, direction, and momentum 
have been excellently forecast for itself 
and its attiliates by the Child Welfare 
League of America. Out of 2 years of 
searching and effective self-study has 
come an admirable publication, “Today 
and Tomorrow,” which merits the study 
of all who are working in this field. 

The ideas that follow have been sug- 
gested and refreshed by the League's 
“look ahead.” 

1. There still is a big job to do in 
bringing the most backward child-welfare 
program up to the level of the most ad- 
vanced, and to extend the most advanced 
so that the many thousands of families 
and children who need help, in cities as 
well as in rural areas, can get the best. 

2. There is still a vast body of State 
laws on statute books that have been 
long outmoded by new knowledge anil 
practice. These urgently need to be 
brought up to date in line with modern 
professional thinking. 

3. Much remains to be learned about 
ways of detecting social and emotional 
ill-health in children, about poor relation- 
ships between children, about effective 
methods of reaching people, about the 
nature of purposeful relationships amon. 
people. 

4. Child-welfare programs will move 
ahead more constructively if they ally 
themselves continuously with services for 
children under other auspices; with those 
attending to the education of exception! 
children; with those providing mental! 
health, child guidance, and parent educ:- 
tion programs; with medical services an‘! 
health programs; with programs {or 
family and community recreation; a‘! 
with agencies dealing with delinquet 
children. 

5. Everlastingly, child-welfare workers 
must help to shape public attitudes: (1) 
toward accepting the principle that child- 
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welfare programs are for all who need 
them, regardless of income or other con- 
siderations and (2) toward giving these 
programs more adequate financial back- 
ing. 


WHY PEOPLE SEEK DIAGNOSTIC 
X-RAYS* 


By Godfrey M. Hochbaum, Ph.D.+ 


Many well-organized, efficiently han- 
died, and very successful community 
X-ray programs have been conducted 
throughout the United States. Yet, even 
in the most effective ones, various seg- 
ments of the population have failed to 
obtain X-rays. There is evidence that 
these segments include groups in which 
tuberculosis is highly prevalent. 


It is hoped that better knowledge of 
factors which determine whether or not 
people obtain chest X-rays will help in 
planning more effective programs, espe- 
cially for those unresponsive population 
groups. With this in mind, the National 
Tuberculosis Association and the Public 
Health Service jointly sponsored a study 
to identify some of these factors. 


For this study, intensive personal inter- 
views were held with 450 persons in Bos- 
ton, 450 in Cleveland, and 300 in Detroit, 
all 25 years of age or older. The re- 
spondents were selected in each city on 
the basis of random population sampling. 
The interviews, each lasting more than 1 
hour, were designed to stimulate the re- 
spondents to express their opinions as 
well as their feelings and attitudes con- 
cerning psychological, sociologic, and ad- 
ministrative aspects of case finding for 
tuberculosis. To learn more about opin- 
ions, attitudes, and feelings than is usual- 
ly expressed when only direct survey 
questions are asked, use was made of 
various psychological techniques, such as 
projective questions. 


Of the 1,200 persons interviewed in 
the 3 cities, only 42 percent had volun- 
tarily and without having any signs or 
symptoms of illness obtained one or more 


*Reprinted from Public Health Reports, 
April, 1956. 


*Dr. Hochbaum is a research psychologist, 
Behavioral Studies Section, Division of General 

ealth Services, Public Health Service. This 
article is a modification of a paper he pre- 
sented at the annual meeting of the National 
Tuberculosis Association, Milwaukee, Wis., 

y 25, 1955. It deals with only one set of 
findings from a study on voluntary participa- 
tion of the public in tuberculesis case-finding 
Proxrams. A discussion of all the findings, as 
well as a fuller description of sampling proce- 
dure, study design, and techniques of obtain- 
ing data, will be published in monograph form 
at a later date. 
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high index of safety. 
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permits lower dosages of Veratrum 
_ without sacrificing its efficacy, yet 
minimizing side effects. 


when Rauwolfia alone 
is not enough... 


...then use Rauwolfia plus Veratrum 


Rauvera thus represents the safest 
potent combination therapy when 
Rauwolfia alone is not enough. 


Each tablet contains 1 mg. purified 
Rauwolfia serpentina alkaloids 
(alseroxylon) and 3 mg. Veratrum 
viride fraction (alkavervir — bio- 
logically standardized for its abil- 
ity to lower blood pressure). 


Dosage: 1 tablet 3 or 4 times daily, after 
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hours. 


Bibliography supplied on request. 
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chest X-rays to check for tuberculosis. 
Another 16 percent stated that they had 
obtained X-rays voluntarily, but that they 
had done so because they had _ noticed 
symptoms which they thought might be 
due to tuberculosis. Fourteen percent 
said they had had all their X-rays either 
because other persons or groups’ had 
pressed them or because the X-rays had 
been required for one reason or another. 
A few persons had had X-rays to check 
for heart trouble or lung cancer rather 
than for tuberculosis. For about 10 per- 
cent who had had X-rays, no consistent 
and typical pattern could be established. 
Seventeen percent of the 1,200 persons 
had never in their lives had an X-ray. 
Whether or not a person voluntarily 


obtains a chest X-ray when given the 
opportunity is the result of a decision 
made by him. The fundamental problem 
with which this research was concerned, 
therefore, can be expressed by the fol- 
lowing questions: Why and under what 
conditions do people decide to seek chest 
X-rays when given the opportunity? Why 
and under what conditions do they decide 
not to? Since a decision to act still may 
not result in an act, a further question 
must be posed: What conditions make it 
more likely or less likely for people who 
have decided to obtain X-rays actually to 
obtain them ? 

Obviously, many factors must be ex- 
amined to answer these questions. Some 
of these are psychological in nature; 
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others, sociologic; and still others, situa- 
tional. No single factor ever determines 
by itself whether a person will or will 
not voluntarily obtain a chest X-ray. 
Hence, the study was designed to deal 
with a variety of factors. It was de- 
signed, further, not only to identify the 
factors that influence people to seek 
diagnostic X-rays, but also to determine 
how various factors affect each other. 
This report is concerned with only one 
set of factors investigated by the study. 
These factors, even when considered by 
themselves, appear to be of particular 
significance to the question of why people 
seek diagnostic X-rays. A report to be 
published at a later date will discuss 


these factors in relation to several others 
investigated in the study. 
THE THREE FACTORS 

The first in this set of factors is a 
person’s conviction that he himself could 
really contract tuberculosis. 

The second is a person’s conviction that 
he might have tuberculosis for a consid- 
erable period of time without being aware 
of it—that is, without experiencing any 
outward symptoms of illness—and that 
only through a chest X-ray could the 
fact that he has the disease be ascer- 
tained. 

Among 798 persons in the sample who 
had unrestricted freedom and opportunity 
to obtain X-rays (that is, excluding per- 
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sons who had had X-rays because they 
were required to do so and also those 
who obtained X-rays for reasons not 
relevant to this analysis), 442 believed 
that they could contract tuberculosis and 
also that X-rays alone would show the 
presence of the disease at an early stave, 
Over 80 percent of this group, although 
feeling healthy and free from any symp- 
toms at the time, had voluntarily obtained 
X-rays. In contrast, 356 persons either 
did not believe that they would ever 
contract tuberculosis or were certain that 
they would be aware of it if they had the 
disease. Half of this group either had 
never had X-rays or had obtained them 
only after they had noticed what to them 
seemed suspicious symptoms. 


From the nonmedical point of view, 
this behavior is quite rational. If a per- 
son is convinced—rightly or wrongly— 
that he will never have tuberculosis, it 
would seem to him a complete waste of 
time and effort to check on whether he 
does have it. And if a person is con- 
vinced that there will be some sign of 
illness, some pain or disfunction, as soon 
as he has become infected, he is also 
convinced that he could not have tubercu- 
losis as long as he feels completely well. 
Such a person, too, would regard X-rays 
as completely unnecessary and would ob- 
tain them only when he notices signs 
which he thinks might by symptoms of 
tuberculosis. 


Briefly, then, the findings indicate that 
people are likely voluntarily to seek diag- 
nostic X-rays only if they really believe 
that they might contract tuberculosis and 
that it would be dangerous to rely on the 
appearance of outward symptoms. 


The third factor is a person’s belief 
that early detection of tuberculosis would 
decrease the problems and worries which 
he thinks would arise for him should he 
ever contract the disease. About 90 per- 
cent of 510 persons holding this belief 
had voluntarily obtained X-rays, a per- 
centage about twice the percentage found 
among those who did not hold this belief. 


Again, this is not at all irrational from 
the layman’s point of view. To the medi- 
cal profession, early detection means het- 
ter prognosis or shorter, simpler therapy. 
But many people were found to worry 
less about prognosis or difficulty of treat- 
ment than about such things as losing 
their jobs and income, the shattering of 
their careers, or the financial burden on 
their families. Many of these people did 
not feel that early detection of tubercu- 
losis would do much to alleviate these 
problems. For them, detection of tuber- 
culosis—early or late—may, with good 
reason, appear threatening rather tlian 
beneficial. They therefore tend to avoid 
being X-rayed. 


In other words, people tend to obtain 
X-rays only if they feel that by early 
detection of tuberculosis those problems 
which they worry about can be avoided 
or at least considerably decreased. 

Of particular interest in a study of 
why people obtain X-rays are those pop- 
ulation groups among whom a relatively 
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high tuberculosis prevalence has been re- 
ported but who often show very poor 
participation in screening programs. In 
this study, data for two of these groups, 
older males and people with low incomes, 
were analyzed. 


It was found that the three factors de- 
scribed cut across socioeconomic classes 
and sex and age categories. That is, peo- 
ple who believe they might get tubercu- 
losis, those who do not rely solely on 
symptoms as a stimulus for seeking 
X-rays, and those who see benefits for 
themselves in early detection of tubercu- 
losis are likely to obtain X-rays volun- 
tarily regardless of their economic status, 
their sex, or age. One thing that charac- 
terized the nonparticipating groups was 
that fewer persons in these groups held 
those beliefs. 


KNOWLEDGE AND ACTION 


In looking over these three factors, one 
may be tempted to conclude that many 
people still are not informed about tuber- 
culosis and about the role of X-rays. 
But such a conclusion is not justified. 
What we are dealing with here is not 
merely a matter of information. It is a 
matter of real belief and of a conviction 
on the part of people that such informa- 
tion applies to them personally and that 
it is important to them as individuals. 


Without question, a person must know 
what to do, when to do it, and how to do 
it before he can take action. But merely 
knowing these things will usually be in- 
sufficient to elicit the action to which 
they relate. Each of us keeps a store- 
house of knowledge about things to do 
for our own health and welfare. But 
there is a gap between having this knowl- 
edge and applying it in our own behavior. 
We learn to give the correct answers to 
questions long before we apply the infor- 
mation in voluntary action. 


In view of these facts, it is not sur- 
prising that, although most people in the 
sample were able to give correct answers 
to direct informational questions, many 
of them still had never voluntarily ap- 
plied this information by obtaining 
X-rays. 


The following will illustrate this. Dur- 
ing the interview, respondents were asked 
a direct informational question to see 
whether they knew that chest X-rays can 
detect the presence of tuberculosis before 
the patient becomes aware of outward 
symptoms of the disease. 


Over 80 percent of the respondents 
were able to give correct answers to 
this question although many of them had 
never voluntarily obtained X-rays. Later 
in the interview, this subject was taken 
up again through a number of indirect, 
or projective, questions. These were de- 
signed to reveal beliefs and convictions, 
rather than merely factual information. 


Analysis:of the answers given to these 
projective questions yielded an interest- 
ing finding: Many of the respondents 
who had proved themselves fully in- 
formed concerning the fact that one can 
have tuberculosis without knowing it be- 
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trayed in their responses that they, to 
at least some degree, felt that they them- 
selves would know if they had tubercu- 
losis. Only about 35 percent of 543 such 
respondents had ever voluntarily obtained 
a chest X-ray without first noticing signs 
or symptoms of illness. Among those in 
whom this belief was especially strong, 
this percentage drops to about 20. 

On the other hand, X-rays had been 
obtained voluntarily by 80 per cent of the 
persons whose responses to the projective 
questions indicated that they believed 
fully that they themselves could have 
tuberculosis for a considerable period of 
time without knowing it. 

CONCLUSION 
It should be emphasized again that this 


report deals with only three of the many 
factors that determine whether a person 
decides to obtain a chest X-ray and 
whether he follows up his decision with 
appropriate action. Additional factors are 
being investigated in this study, and the 
results should further increase our under- 
standing of the nature of voluntary 
health behavior. 


To be of real value, however, the find- 
ings of this study must be tested in actual 
practice under controlled conditions. Such 
coordination between research and pro- 
gram application is a must if research is 
to pay maximum dividends in ever-in- 
creasing sound health practices by the 
public. 
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THE PROBLEM OF THE COMMON 
COLD* 


The common cold, which affects large 
numbers of people in our country each 
year, as it does in every region of the 
world, causes an enormous amount of 
disability and loss of time from usual 
activity. Although the common cold itself 
is insignificant as a cause of death, it 
may lead to serious consequences among 
the chronically ill, as evidenced by the 
rise in mortality from chronic disease 
when acute respiratory infections in- 
crease in prevalence. Nevertheless, knowl- 
edge concerning the common cold is sur- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, March, 1956. 


prisingly limited. A major dithculty has 
been the lack of specific and ready identi- 
fication of the organisms responsible for 
the infection. Moreover, the manifesta- 
tions of a cold may differ from one at- 
tack to the next and ‘are often difficult 
to distinguish from those causing other 
types of upper respiratory infection. As 
a result, the common cold is frequently 
classified together with a number of con- 
ditions of diverse etiology. The reliability 
of statistics on the cold is further af- 
fected by the fact that the infection is 
generally of short duration and is often 
self-diagnosed. The best statistical infor- 
mation available is from the records of 
the Armed Forces, from special studies 
of school and college students, and from 


various investigations in small commu- 
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nities and groups of families. 


The common cold is the leading cause 
of absenteeism among elementary school 
children, according to studies made in 
several California cities and in Canada, 
The California survey, in which the 
Metropolitan Life Insurance Company 
participated, showed that colds were re- 
sponsible for about one third of the al- 
sences and the time lost from school, 
The acute respiratory diseases as a whole 
(including colds) were reported as the 
cause of somewhat over two fifths of 
the absences and time lost. 


A seasonal pattern shows a rise from 
a minimum in summer or early autunin 
to a peak in midwinter, followed by a 
rapid decline to a level which approaches 
the minimum by late spring. However, 
the annual range from maximum to mini- 
mum incidence is wide and varies from 
one year to another. For example, in 
1953 the highest monthly incidence raie 
for colds was at least 11 times the low- 
est, whereas the following year the maxi- 
mum rate was little more than twice the 
minimum. Over a 5-year period (1951- 
55), the maximum was about 25 times 
the minimum, the rates ranging from 
131.2 per 1,000 in February 1951 to 5.2 
in July 1953. 


Children have a higher incidence of 
colds and other acute respiratory infec- 
tions than do adults. This is indicated 
by studies in several areas—two small 
New York State communities, the East- 
ern Health District of Baltimore, and 
Cleveland. The Baltimore survey showed 
much higher case rates among the pre- 
school children than among those of ele- 
mentary school age. However, there is 
relatively little variation in the incidence 
rate by age during the main working 
period of life, according to the experience 
of men insured under Accident and Sick- 
ness policies in the Metropolitan Life In- 
surance Company. 


Little sex difference is found in the 
case rate of acute respiratory infection 
among young children, but females record 
higher rates than males at ages over 10, 
particularly in adult life. The excess in- 
cidence among women may reflect, in part 
at least, their more frequent and closer 
contact with other members of the fam- 
ily who are infected. In this connection 
it is noteworthy that the New York 
studies showed a higher incidence rate 
among adults in families with young cliil- 
dren than in families where there were 
only older children. 


Susceptibility to colds appears to vary 
from one individual to another and from 
time to time in the same _ individual. 
Moreover, the duration of natural iin- 
munity following an attack seems to be 
relatively short. A. series of studies on 
college students showed that about one 
fifth averaged more than two colds a 
year, while about the same proportion 
averaged one or less; the over-all average 
was three a year. 


Until recently, research on the common 
cold had been desultory because the pos- 
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sibility of its control seemed dubious. 
However, in recent years interest has 
been stimulated by the discovery of lab- 
oratory procedures which provide better 
means of identifying the causative agents 
of the common cold. The progress made 
in this area enhances the prospect of de- 
veloping effective vaccines and new meth- 
ods of therapy. 


Note: In addition to data from the United 
States Navy, the principal statistical sources 
used in this article were the papers by Jean 
Downes and associates on the studies in Mount 
Kisco and Pleasantville, N. Y., published in 
the Milbank Memorial Fund Quarterly in 1951 
and 1952; the articles by John H. Dingle and 
associates on the studies in Cleveland, published 
in the American Journal of Hygiene in 1953; 
and various studies by Selwyn D. Collins and 
others of the Public Health Service. 


ENVIRONMENTAL CAUSES OF 
LUNG CANCER* 


By W. C. Hueper, M.D.7 


To be scientifically acceptable, any 
theory on the etiology of lung cancer 
must reflect a critical, balanced, and com- 
petent analysis of the entire epidemiologi- 
cal, medical, and experimental evidence 
concerning the types and environmental 
distribution of and contacts with all 
known or suspected exogenous agents in- 
criminated in respiratory carcinogenesis 
for environmental, occupational, or medi- 
cal reasons. Is is only through such 
scrutiny that significant and worthwhile 
information may be obtained as to the 
relative role which the various individual 
respiratory carcinogens have played and 
are playing in the production of lung 
cancer. The following facts and observa- 
tions form an important and_ integral 
part of such an assessment. 


A large amount of factual and circum- 
stantial evidence of epidemiological, clin- 
ical, pathological, and experimental types 


_*This article, which was reprinted from Pub- 
lic Health Reports, February, 1956, discusses 
the principal findings presented in Public 
Health Monograph No. 36, published concur- 
rently with this issue of Public Health Reports. 
The author is head of the Environmental Can- 
cer Section of the National Cancer Institute, 
National Institutes of Health, Public Health 
Service. 

Readers wishing the data in fu'l may pur- 
chase copies of the monogiaph from the Super- 
intendent of Documents, Government Printing 
Office, Washington 25, D. C. Price 45 cents. 
_tDr. Huepe- is head of the Environmental 
Cancer Section of the National Cancer Institute, 
Public Health Service, chairman of the Cancer 
Prevention Committee of the International 
Union Against Cancer, and a past president of 
the American Society for the Study of Arterio- 
sclerosis. He is the author of more than 200 pub- 
lications on environmental cancer and _ related 
subjects, including the book “Occupational Tu- 
mors and Allied Diseases,’ published in 1942. 
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incriminates a number of general en- 
vironmental and specific occupational air 
pollutants in the causation of cancer of 
the lung. Exposure to these agents exists 
for considerable parts of the population 
in general as well as for large groups of 
industrial workers. Epidemiological ob- 
servations on hand indicate that only a 
part of the environmental agents which 
may cause lung cancer are known. How- 
ever, an apprec‘able number of them 
have been identified, such as dusts and 
fumes of nickel, chromium compounds, 
arsenicals, asbestos, coal tar, soot, vapors 
or mists of isopropyl oil, certain cancer- 
producing petroleum derivatives, and ra- 
dioactive ores and_ gases. Significant 
amounts of recognized cancer-producing 


chemicals, moreover, have been demon- 
strated in the exhaust of gasoline or 
diesel engines and in the atmospheric 
pollutants of English and American cities. 
They are contained also in the dust of 
asphalted roads and in the carbon black 
constituting a considerable component of 
automobile tires. The number, variety, 
and amounts of cancer-producing con- 
taminants of the general and occupational 
environment have grown during recent 
decades with the development of modern 
industry and the increased use of indus- 
try-related products. Numerous epi- 
demiological observations strongly sug- 
gest that industry-related factors have 
played an important causal role in the 
rise of lung cancers in the industrialized 
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countries of the Western World observed 
during the last 50 years. 
EPIDEMIOLOGY 

The general epidemiological evidence 
supporting this concept is as follows: 
While a real, definite, and progressive 
rise in lung-cancer frequency has been 
noted since the turn of the century, this 
development revealed marked variations 
in its time of onset, in its relative degree, 
and its progression rate in different coun- 
tries and localities. In some countries, a 
rise in lung cancer death rates did not 
become apparent until after 1930 (Den- 
mark, Norway, Italy). In others, and 
particularly in highly industrialized coun- 
tries (Germany, Switzerland, England), 
this change was demonstrable soon after 
1900. 


English, German, Austrian, and Ameri- 
can observations show consistently and 
significantly higher lung cancer death 
rates for inhabitants of urban-indus- 
trialized areas than those prevailing for 
rural areas. 

Industrial life insurance male policy- 
holders coming from low-income groups 
and engaged in manufacturing, mining, 
transportation, and other occupations 
with possible and often specific respira- 
tory health hazards were found to have 
lung cancer rates which were 30 to 50 
percent higher than those present for 
general policyholders, mainly composed 
of white-collar workers and the self-em- 
ployed. 

There was not only a marked irregu- 
larity in the progression rates of lung 
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cancer deaths and morbidity for 10 dif- 
ferent metropolitan areas in the United 
States, according to surveys made in 
1937 and 1947, but the annual lung can- 
cer death progression rates in the United 
States were higher for 1914-30 than for 
1931-44. Allowing a 20-year latent pe- 
riod, one would expect that the progres- 
sion of the death rate in recent years 
would be much higher than in the early 
period, if cigarette smoking would repre- 
sent a major causal factor in the rise of 
lung cancer frequency. 


Considering the remarkable variations 
in the male-female sex ratio at different 
times, in different localities and different 
demographic groups ranging even during 
recent years from 1:1 to 50:1, it is most 
unlikely that such discrepancies and 
changes are attributable to fluctuations in 
the intensity of one single factor, such as 
cigarette smoking, but appear to be due 
to alterations in the type and extent of 
action of a broad spectrum of environ- 
mental carcinogenic agents affecting the 
members of the two sexes to different 
degrees. Men are for occupational and 
environmental reasons more intensely and 
consistently exposed to a variety of 
known environmental cancer-producing 
atmospheric pollutants than women. 


The various lung cancer-causing agents 
elicit lung cancers of various structural 
types. No special type of lung cancer is 
characteristic for any special carcinogenic 
factor. None of the main structural 
types was rare at any time or has any 
exclusive connection with cigarette smok- 
ing. 

There does not seem to exist any 
parallelism between the lung cancer death 
rate and the per capita consumption of 
cigarettes for different countries. In fact, 
the rise in lung cancer death rates par- 
allels as closely, or even more closely, 
the rise in production and/or consump- 
tion rates of motor fuel, coal tar, petro- 
leum products, and several carcinogenic 
metals and minerals, or the construction 
of asphalted roads, than that of cig- 
arettes. 


INDUSTRY-RELATED FACTORS 


Occupational and epidemiological inves- 
tigations present additional circumstantial 
evidence in support of industry-related 
factors as important causal agents in the 
production of lung cancer. 


An analysis of lung cancer frequency 
among members of seven large industrial 
groups lists nonferrous metal workers 
with the highest rate, followed by trans- 
portation workers, while farm laborers 
have the lowest rate. Other investigations 
indicate that workers exposed to soot 
from coal- or oil-burning furnaces or 
powerplants, to metal fumes and dusts 
or arsenicals, have excessive lung cancer 
death rates. Included in these occupa- 
tional groups are operating railroad 
workers, engineers, stokers, chimney- 
sweeps, oilers, furnacemen, mechanics, 
welders, polishers, patent fuel workers, 
marine engineers, wipers, foundry work- 
ers, gashouse workers, tar workers, road 
workers and asphalters, sheet-metal work- 
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ers, boilermakers, crane operators, smelter 
workers, molders, boiler scalers, lathe 
workers, iron ore miners, grain dockers. 
Since the total number of members of 
such occupational groups is considerable, 
it cannot be maintained that occupational 
cancer hazards account for only an in- 
significant portion of the total lung can- 
cer deaths. It is, moreover, evident that 
abnormal occupational lung cancer haz- 
ards seem to exist only for certain groups 
of workers and that for this reason they 
must be related to exposures to definite, 
specific, and identifiable substances. There 
is scarcely any likelihood that such occu- 
pational differences in lung cancer liabil- 
ity are attributable to fundamental differ- 
ences in cigarette smoking habits between 
members of the various occupational 
groups. 


OCCUPATIONAL GROUPS 


Occupational cancers of the respiratory 
organs (lung, larynx, nasal cavity, and 
nasal sinuses) provide conclusive evidence 
of the existence of industry- and occupa- 
tion-related respiratory cancer hazards for 
members of well-defined worker groups 
having contact with specific agents. 


Such respiratory cancer hazards have 
been demonstrated for retort workers of 
gas manufacturing plants and coke ovens, 
for workers employed in crude paraffin 
oil pressing operations, for isopropanol 
manufacturers, for nickel refinery work- 
ers, chromate manufacturers and chrome 
pigment handlers, for arsenical insecti- 
cide producers and users, for asbestos 
workers, and radioactive ore miners. The 
lung cancer attack rates for members of 
these occupational groups are many times 
those found for the general population of 
same age and sex. While the great ma- 
jority of the victims of occupational res- 
piratory cancer are males, because only 
males are employed in most of these 
hazardous occupations, whenever females 
also were employed, such as in the as- 
bestos industry, and have the same type 
and a similar degree of exposure, there 
is a trend toward an equalization of the 
lung cancer attack rates for the two 
sexes. 


Exposures to occupational respiratory 
cancer-producing agents are sometimes 
characterized by a typical symptom com- 
plex involving not only the respiratory 
organs but also other tissues and organ 
systems. The symptom complex related 
to coal tar cancer provides a striking 
illustration of the value of this type of 
medical evidence in support of a specific 
etiology of a lung cancer. 


Medical evidence amply attests to the 
fact that contact of the skin with coal 
tar pitch, asphalt, soot, creosote, and tar 
oils has been responsible for several thou- 
sand cases of occupational cancer of the 
skin, scrotum, and lip. There are, more- 
over, important cutaneous stigmata char- 
acteristic of occupational contacts with 
these products. These manifestations 
form a well-defined symptomatic coal tar 
cancer pattern consisting of chronic der- 
matitis, comedones, folliculitis, hyperpig- 
mentations of the skin, leukoderma, cuta- 
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neous atrophies, warts, papillomas, corni- 
fied horns, and light hypersensitivity. 
Since respiratory exposure to coal tar 
fumes always entails also cutaneous con- 
tact with this material, pathological 
symptoms from both the cutaneous and 
respiratory systems combine in the com- 
position of the symptom complex elicited 
by exposure to coal tar and related 
problems. 

In my opinion, the medical evidence 
supporting a major role of cigarette 
smoking in the causation of lung cancer, 
on the other hand, is inadequate. It is 
surprising to note the absence of positive 
statistical associations between lung can- 
cer and cigarette cough, although this 
latter symptom is clinically characteristic 


of chronic chain smokers. Despite the 
fact that the lips and oral mucosa are 
constantly bathed in the tarry liquor ooz- 
ing from the tip of the cigarettes and 
despite the contact of these parts with 
the smoke coming from the cigarettes, 
there is no statistical association with 
cancer of these parts. 

The claim that no tarry material 
exudes from the cigarette tip cannot be 
taken seriously, considering the well- 
known fact that chronic cigarette smok- 
ers have notoriously dark-brown-stained 
fingers. There is, on the other hand, not 
a single case of cancer of the fingers at- 
tributable to cigarette tar available, 
which would form the equivalent to the 
numerous cases of coal tar cancers of the 
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hands placed on record. Such a lack of 
confirmatory medical evidence cannot 
conveniently be disposed of by assuming 
a specific “immunity of the skin of the 
first three fingers” to tobacco tar. 

The claimed absence of a positive asso- 
ciation between lung cancer and the habit 
of inhaling cigarette smoke also is incon- 
sistent with the rule that the incidence 
rate of occupational cancers increases 
with the intensity of exposure to a car- 
cinogen. The medical considerations on 
cigarette-smoke cancer of the lung thus 
reveal a number of serious and funda- 
mental defects and contradictions. 

CARCINOGENICITY OF INDUSTRIAL 

ENTS 


AGEL 


Experimental investigations have fur- 


nished ample proof of the carcinogenicity 
of many of the agents involved in the 
production of human respiratory cancer 
of occupational origin. 

Such an experimental evidence is avail- 
able for coal tar, pitch, soot, various 
mineral and petroleum oils, nickel, and 
radioactive substances. For the carcino- 
genic action of constituents of coal tar 
there exists for instance, a large mass of 
experimental observations made on var- 
ious species, such as mice, rats, rabbits, 
dogs, and chickens. Specific carcinogenic 
polycyclic hydrocarbons, moreover, have 
been isolated from coal tar and pitch, 
soot, mineral oils, and carbon black, and 
such findings have been confirmed by 
various investigators. 
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The experimental evidence concerning 
a carcinogenic action of tobacco tar, on 
the other hand, is remarkably uncertain. 
There exists a considerable discrepancy 
in the observations made by various in- 
vestigators as to its carcinogenic action 
on mice and rabbits. While the majority 
either did not find any or a very mild 
carcinogenic effect when tobacco tar was 
applied to the skin of mice or rabbits, 
two groups of investigators reported re- 
markable results in this respect. It is 
rather disconcerting that the latest of 
these reports made only a year ago could 
not be confirmed by subsequent investi- 
gators using a similar technique and 
time of application of the tobacco tar 
to the skin of mice. 

The best that can be said about the 
experimental evidence on hand regarding 
carcinogenic properties of tobacco tar is 
that it indicates the presence of mildly 
carcinogenic agents cigarette tar 
through the use of hyper-reactive ani- 
mals. There is no evidence that these 
observations of the skin of a strain of 
selectively inbred mice have any equiva- 
lent in man. Thus the practical impor- 
tance of these observations as to cancer 
of the human lung is at present uncer- 
tain. 

CONCLUSIONS 

1. The total epidemiological, clinical, 
pathological, and experimental evidence 
on hand clearly indicates that not a singie 
one but several if not numerous at- 
mospheric pollutants are to a great part 
responsible for the causation of lung 
cancer. 

2. The available data do not permit any 
definite statements as to the relative im- 
portance of the various recognized res- 
piratory carcinogens in the production of 
cancers in the general population. Addi- 
tive, cumulative, and synergistic effects 
of several of such agents are a distinct 
possibility. 

3. Observations on occupational res- 
piratory cancers, on the other hand, indi- 
cate that in restricted occupational groups 
exposed to well-defined and highly potent 
respiratory carcinogens all or most of the 
respiratory cancers found are attributable 
to one single carcinogenic air pollutant. 

4. The widespread presence of indus- 
try-related atmospheric pollutants of rec- 
ognized carcinogenic properties suggests 
that the recent alarming rise in lung can- 
cer frequency especially among males 
may in part be causally related to the 
local and general development of modern 
industry and the use of its products. 

5. While it is possible that cigarette 
smoking has played a contributory role in 
this respect, the total evidence available 
if critically evaluated does not favor the 
concept that cigarette smoking represents 
a major factor. 

6. Since extensive and expensive efforts 
are required for obtaining an effective 
preventive control of the existing res- 
piratory cancer hazards, rigid measures 
should be taken to discourage the intro- 
duction of new atmospheric air pollutant: 
of carcinogenic type, especially if they 


are of the general environmental variety 


which are most difficult to control. 
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SOME PROBLEMS FOR RESEARCH 
IN MORTALITY AND MORBIDITY* 


By Harold F. Dorn, Ph.D.+ 


The collection, compilation, and publi- 
cation of vital statistics are among the 
major activities of every public health 
agency. Too frequently the collection and 
preparation for publication of vital sta- 
tistics require such a large proportion of 
the time and energy of available person- 
nel that the analysis and interpretation of 
these data are neglected. Yet without 
analysis and interpretation, vital statistics 
remain relatively sterile. 

Nearly a century ago the great English 
vital statistician, William Farr, began his 
analysis of official mortality records in 
order to discover and point out significant 
variations in ill health arnong various 
croups of the population. The work he 
initiated has been continued and expand- 
ed by succeeding registrars general. The 
most extensive information concerning 
variations in mortality rates by occupa- 
tion and socioeconomic classes available 
anywhere is that for England and Wales. 

The United States does not have a se- 
ries of analyses of mortality statistics 
comparable to those of England and 
Wales. The first third of this century 
was devoted to establishing a complete 
registration system covering the entire 
United States. Mortality and natality 
statistics for the entire country first be- 
came available in 1933. 

A test of birth registration complete- 
ness made at the time of the 1950 census 
of population revealed that a birth cer- 
tificate was on file for 98.6 percent of 
white infants and for 93.5 percent of 
nonwhite infants born during the first 
quarter of 1950. 

Although a comprehensive study of the 
completeness of death registration has 
never been made, the relative amount of 
under-registration probably is negligible 
except for some rural areas whose aggre- 
gate population is not large. The relative 
amount of under-registration of infant 
deaths may be somewhat greater than 
that for deaths of persons aged 1 year 
or older. In computing the 1939-41 life 
tables, the National Office of Vital Sta- 
tistics assumed that the relative under- 
registration of infant deaths was approxi- 
mately equal to that of births. However, 
this assumption has never been tested by 
an actual field study. 


RURAL AND URBAN DIFFERENCES 
IN MORTALITY 

One of the first illustrations of mor- 
tality differences in medical literature 
was the higher death rate among city 
dwellers in contrast to rural residents. 
Although this difference generally is as- 
sumed to exist at the present time, no 
comprehensive study of the problem has 
been made in recent years. 

Mortality statistics classified by the 
place of residence of the deceased were 


*Reprinted from Public Health Reports, Jan- 
uary, 1956. 

_tDr. Dorn is chief of the Office of Biometry, 
National Institutes of Health, Public Health 
Service, Bethesda, This article is based 
on a paper delivered at the annual meeting of 
the Population Association of America at 
Princeton, N. J., May 1955. 
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first published by age, sex, race, and size 
of community for deaths occurring in 
1940. These were available for each State 
for all causes combined and for a limited 
number of important causes for both 
sexes combined for the entire United 
States. A supplementary volume’ present- 
ed data for the 2-year period, 1939-40, for 
each city of 100,000 or more population, 
by leading causes of death, age, and race 
and for each county and city of 10,000 
or more population for all causes. By 
the time these data were published in 
1943, World War II was in progress so 
that a systematic analysis of the 1940 
mortality tabulations was not conducted. 

Two important changes affecting the 
use of mortality statistics were intro- 


duced in the 1950 census of population: 
the change in the definition of the urban 
population to include the urban fringe of 
cities of 50,000 or more population and 
the delineation of standard metropolitan 
areas and standard economic areas and 
regions. Prior to and including 1930, 
urban was defined as places of 10,000 or 
more inhabitants in the tabulation of 
vital statistics, a definition that did not 
correspond to that used in the census of 
population from 1910 to 1940. In 1940, 
for the first time, a comparable definition 
of urban and rural population was used 
for both the enumeration of population 
and the tabulation of vital statistics. No 
practicable way of classifying vital sta- 
tistics in accordance with the revised 
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definition of urban population used in the 
1950 census has yet been devised, so once 
again it appears that the definition of the 
urban population may not be the same 
for the two sets of statistics. 

Fortunately, a reasonably satisfactory 
substitute for the rural-urban classifica- 
tion is available. Since 1950, the National 
Office of Vital Statistics has tabulated 
mortality statistics for the metropolitan 
and nonmetropolitan counties of each 
State. In general, metropolitan counties 
are the counties included in the standard 
metropolitan areas used by the Bureau 
of the Census. No extensive analysis of 
these statistics has yet been published. 

GEOGRAPHIC VARIATIONS IN 
MORTALITY 

Almost a century ago, William Farr 

proposed that the healthiest districts of 


England and Wales be used as a yard- 
stick of public health. From time to 
time since then, the registrar general has 
used this concept in the presentation and 
analysis of mortality data. In contrast, 
very little has been published in the Unit- 
ed States concerning geographic varia- 
tions in mortality rates. The range be- 
tween the States with the highest and 
lowest mortality rates probably has been 
decreasing. Nevertheless, in 1950, after 
adjusting for differences in the age com- 
position of the population, the highest 
rate still was 40 percent above the low- 
est rate. 


State death rates by age vary much 
more than the average rate for all ages. 
For the white population in 1950, the 
highest rates for each age group under 
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55 years were approximately twice as 
large as the lowest rates. Above this 
age the range in death rates is smaller 
but still averages about 50 percent. 

The range between the highest and 
lowest death rates almost certainly would 
be greater for areas smaller than States. 
The county is the preferable unit for 
forming such areas since the basic demo- 
graphic data are available for counties 
and since the allocation of deaths to 
county of residence undoubtedly is more 
reliable than the allocation to rural or 
urban areas. 

Two groupings of counties suggest 
themselves: metropolitan and nonmetro- 
politan counties within each State and tlie 
State economic areas or subregions de- 
fined by the Bureau of the Census in 
cooperation with other agencies. The 
economic subregions, although they cross 
State boundaries, are probably the most 
useful grouping of counties for the study 
of geographic differences in mortality 
rates. As no tabulation of mortality data 
by economic subregions has been made, 
a complete retabulation for one or more 
years around 1950 would be required. 


MORTALITY BY OCCUPATION 

The 14th Annual Report of the Reg- 
istrar General of England and Wales for 
1851 contained a tabulation of the deaths 
of males, aged 20 years or more, classi- 
fied by the occupation of the deceased. 
This was the first of a series of decen- 
nial reports that has been continued for 
100 years. Shortly after the death regis- 
tration area was established in the United 
States, plans were made for a study of oc- 
cupational mortality around the date of the 
1910 census. The 1909 volume of mortality 
statistics contains tables giving the num- 
ber of deaths of males classified by age, 
occupation and cause of death. No data 
were published for subsequent years and 
so far as I can determine no analysis 
was ever made. A special tabulation of 
the census population by occupation 
would have been required since the death 
registration States of 1910 included only 
51 percent of the total population of the 
United States. 

The many discussions of the relation- 
ship of mortality rates to occupational 
and socioeconomic groups that have taken 
place in the United States since 1910 
have produced few statistics. The Na- 
tional Tuberculosis Association published 
a brief analysis of mortality rates for 7 
broad social and occupational classes, 
based upon the deaths of male workers 
in 10 States during 1930. Except for this 
study, no analysis of mortality differ- 
ences among occupational or socioeco- 
nomic groups based upon official death 
statistics has been made in the United 
States. 

One of the major deterrents to a study 
of occupational mortality has been un- 
certainty concerning the degree of com- 
parability of the entries of occupation 
and industry on death certificates with 
those on the census of population sched- 
ules. A corresponding uncertainty also 


has prevented the analysis of official 
birth statistics by occupational or socio- 
economic groups. 
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Fortunately, studies are now under way 
to resolve this difficulty. The Scripps 
Foundation in cooperation with the Bureau 
of the Census is planning to compare the 
entries for occupation and industry on a 
sample of birth and death certificates 
with corresponding information from the 
1950 census schedules. In the meantime, 
the National Office of Vital Statistics is 
preparing an analysis of mortality differ- 
entials by occupation and socioeconomic 
class based on deaths of males from 20 
io 65 years of age during 1950. The suc- 
cessful completion of these two projects 
will provide a basis for planning future 
studies of the relationship of mortality 
and fertility to occupational and socioeco- 
nomic classes in the United States. 


FETAL MORTALITY 

The rapid decline in the infant mor- 
iality rate has led some to assume that 
mortality durine the first few months of 
life is now under control and that it is 
only a question of time until the death 
rate at the start of life will be lowered 
to the irreducible minimum. This is far 
from being the case. The high infant 
mortality rates of the past have distract- 
ed attention from the even higher fetal 
mortality rate. In addition, the reporting 
of fetal deaths has been so incomplete 
that a reliable estimate of fetal mortality 
could not be made. 

In the United States, New York City 
probably has the longest record of reg- 
istration of all fetal deaths regardless of 
the duration of pregnancy. In 1900 the 
reported infant mortality rate for New 
York City was 135 per 1,000 live births, 
and the reported fetal death rate was 45 
per 1,000 live births plus fetal deaths. 
In 1953 the corresponding rates were 24 
and 107 respectively. The increase in the 
fetal death rate from 45 to 107 per 1,000 
probably is largely the result of improved 
reporting and the revision of regulations 
to specify more clearly that all fetal 
deaths, irrespective of the period of 
gestation, should be reported. 

Registration still is seriously incom- 
plete; during the 5 years from 1949 to 
1953 the fetal death rate in New York 
City increased from 84 to 107 or about 27 
percent. Studies of selected groups of 
pregnant women indicate that perhaps as 
many as one-half of the total fetal deaths 
are not reported. If generally true, this 
conclusion leads to an estimate that ap- 
proximately 20 percent of pregnancies in 
New York City terminate in a fetal death 
and 80 percent in a live birth. Of the live 
births, between 2 and 3 percent die dur- 
ing the first year of life. In total, prob- 
ably from 20 to 25 percent of pregnancies 
terminate either in a fetal death or in a 
live birth that fails to survive the first 
vear of life. 

This problem has been recognized by 
the World Health Organization, which 
has recommended that the term “still- 
birth” be abandoned, and that all fetal 
deaths, irrespective of duration of preg- 
nancy, be registered. Many years will be 
required before this recommendation can 
become generally effective since existing 
legal definitions of stillbirths must be 
changed and physicians must be con- 
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vinced of the necessity of reporting every 
fetal death. It would be visionary to ex- 
pect that the registration of fetal deaths, 
especially for pregnancies terminating 
after only 1 or 2 months, will ever be as 
complete as the reporting of infant 
deaths. Nevertheless, the experience in 
New York City is an illustration of what 
can be accomplished. 

In the meantime, a new measure, the 
perinatal mortality rate, is beginning to 
be used. This is computed by dividing 
the sum of the number of infants dying 
during the first week or month of life 
and the number of fetal deaths during 
the last 4 or 5 months of pregnancy by 
the number of live births plus the num- 
ber of fetal deaths included in the nu- 
merator. 


In addition to the problem of develop- 
ing a reliable measure of fetal mortality 
is that of obtaining information concern- 
ing the causes of fetal death. This is 
more complicated and difficult than ob- 
taining information concerning the causes 
of infant deaths since death may be the 
result of conditions affecting the mother 
as well as the fetus. Moreover, medical 
information concerning the cause of 
death of fetuses has long been very in- 
adequate. Plans are being made to de- 
velop better reporting of the causes of 
fetal death, but rapid progress should not 
be expected. 

MORTALITY RATES BY SEX 

Existing data show that males expe- 
rience a higher mortality rate from the 
early months of intra-uterine life until 
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the end of the natural life span. Frag- 
mentary data from genealogical records 
of ruling families indicate that males 
experienced higher mortality rates than 
females as long ago as the 15th century. 
In some countries and among some 
classes of the population, mortality rates 
have been higher for females than for 
males from about 15 to 30 years of age. 
This has been particularly true where 
mortality rates have been relatively high 
compared with those existing at present. 
As late as 1925 in the United States, the 
death rate for ages 15 to 34 years was 
practically as high for females as for 
males. Since then the rate for males has 
exceeded that for females at every age. 

The excess mortality among males has 


increased as the level of the death rates 
has fallen. In 1900, the age-adjusted 
death rates for white males was 10 per- 
cent higher than that for white females. 
By 1950 this difference had increased to 
48 percent, and there is no indication 
that it may decrease in the near future. 
The difference between the male and 
female mortality rates is now large 
enough to warrant an attempt to discover 
an explanation. To what extent is it the 
result of greater occupational hazards ex- 
perienced by men? How much of the 
difference may be attributed to biological 
differences? The ratio of mortality rates 
for the two sexes is in striking contrast 
to the ratio of morbidity rates. Although 


morbidity data are rather inadequate, 


Journal, A.O.A. 
June, 1956 


most studies report higher rates for fe- 
males than for males. 


MORTALITY DURING OLD AGE 


Not only has the decline in mortality 
rates for every age among males in the 
United States failed to keep pace with 
the decline in mortality rates among fe- 
males, but the decline in mortality rates 
for males more than 40 years of age in 
the United States also has not kept pace 
with the corresponding decline for males 
in most of the countries of northwest 
Europe, Canada, Australia, and New 
Zealand. To a lesser extent the same 
comment applies to the relative decline 
in death rates among females more than 
50 years of age. During the first half 
of the life span, the mortality rates for 
males and females in the United States 
are among the lowest in the world. Dur- 
ing the latter half of the life span, the 
rates for females are near the average 
of those for similar countries while the 
rates for males are among the highest 
of those for similar countries. 

Several hypotheses have been advanced 
to explain this reversal of the rela- 
tive rank of mortality in the United 
States during the first half in comparison 
with that during the second half of the 
life span but none of these have been ade- 
quately tested. 


MORBIDITY 


No comprehensive data concerning 
morbidity for the entire population of the 
United States are available. The only ex- 
tensive morbidity study ever conducted 
in this country was the National Health 
Survey of 1935-36, which was a survey 
of the urban population. Since that 
time a numbér of general morbidity sur- 
veys of individual communities have been 
carried out as well as a sample survey 
for one State but no national study has 
been undertaken. A few studies of mor- 
bidity from specific diseases also have 
been made. 

In 1951 the United States National 
Committee on Vital and Health Statistics 
created a subcommittee to study the 
question of a national morbidity survey 
and to prepare a plan for such a survey 
keeping in mind the needs of local areas. 
The subcommittee recommended that a 
continuing national morbidity survey be 
conducted on a scale adequate to provide 
estimates for 50 regions of the Nation at 
intervals of 2 years and estimates for 
the Nation as a whole at 3-month inter- 
vals. The survey should be designed to 
collect information on the incidence and 
prevalence of diseases, impairments, and 
injuries, on the duration of any resulting 
disability, and on the amount and kind of 
medical care received. 

This report* was published by the Pub- 
lic Health Service in October 1953 and 
subsequently distributed to a number of 
interested individuals for comment. Al- 
though there has been rather widespread 
endorsement of the desirability of collect- 
ing national morbidity statistics, no funds 
have been available for initiating this 
work. There is much yet to be learned 
concerning variation in the frequency of 
fatal illness among different groups of 
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the population. The frequency of non- 
fatal illness, however, greatly exceeds 
that of fatal illness. Our present knowl- 
edge of nonfatal illness in the United 
States is no further advanced than the 
knowledge of fatal illness at the begin- 
ning of the century. 
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PNEUMONIA MORTALITY IN 
RECENT YEARS* 


Among the outstanding achievements 
of medical science in the past two decades 
have been the striking gains made in the 
control of pneumonia mortality. In 1955, 
the age-adjusted death rate from the dis- 
ease was about 85 percent below that in 
1935 among persons aged 1-74 years in- 
sured under Industrial policies in the 
Metropolitan Life Insurance Company. 
In 1935, before sulfa therapy was intro- 
duced, the pneumonia death rate among 
these insured was 55.4 per 100,000; by 
1945, when penicillin began to be used 
in civilian medical practice, the mortality 
rate was down to 19.4 per 100,000. With 
the subsequent introduction of other anti- 
biotics in the treatment of pneumonia, 
the death rate dropped to only 7.8 in 
1955. 


Each age group in both sexes recorded 
a marked long-term reduction in pneu- 
monia mortality. Among white male pol- 
icyholders the decrease between 1932-34 
and 1952-54 was more than 80 percent 
for the age groups under 55 and ex- 
ceeded 70 percent for ages 55-74. Even 
greater was the relative reduction in the 
pneumonia death rate among females. In 
this insurance experience, the mortality 
from the disease has decreased to very 
low levels in the age range 5-34 among 
white males and 5-44 among white fe- 
males. 

Pneumonia mortality is being concen- 
trated more and more at the youngest 
and the oldest ages. Thus, in the general 
population of the United States in 1953, 
24 percent of all the deaths from pneu- 
monia (including pneumonia of the new- 
born) were among babies under one year 
of age; in 1933 the corresponding propor- 
tion was 18 percent. Similarly, in 1953 


“Reprinted from Statistical Bulletin, Metro- 
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deaths from the disease at ages 65 and 
over accounted for 46 percent of the to- 
tal, compared with 30 percent two 
decades earlier. Two major factors ac- 
count for the growing concentration of 
pneumonia mortality at the extremes of 
life: first, the long-term downward trend 
in the death rate from the disease has 
been less rapid among infants and the 
aged than for the other age groups; sec- 
ond, the proportion of the population at 
ages under 1 and at 65 and over has 
increased. 


The shift in age distribution of pneu- 
monia deaths is reflected in the changing 
proportion of deaths from the various 
forms of the disease. Whereas in 1933 
deaths from lobar pneumonia outnum- 


bered those from bronchopneumonia by 
nearly one fourth, in 1953 the number of 
deaths from bronchopneumonia was the 
greater by three fourths. The fact is 
that mortality from lobar pneumonia has 
become relatively rare among children 
and young adults. 

Although outstanding progress has 
been made in reducing the mortality from 
pneumonia, the disease still accounts for 
more than 45,000 deaths a year in the 
United States. This figure, moreover, 
does not include the large number of 
deaths ascribed to other causes in which 
pneumonia is a contributory cause. Fur- 
ther reductions in pneumonia mortality 
may be expected, but it is not likely that 
the disease will soon become a minor 
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cause of death, as have so many other 
infectious diseases. Exerting a retarding 
effect on future progress is the concen- 
tration of the mortality at the extreme 
ages, where the disease is least amenable 
to control. A special circumstance which 
keeps the pneumonia death rate high in 
infancy is the excessive frequency of the 
disease among premature babies; there 
appears to be no immediate prospect of 
appreciably reducing the incidence of pre- 
maturity. At the older ages the treatment 
of pneumonia is often complicated by the 
presence of cardiovascular disease or 
other chronic conditions. Another factor 
which retards further decline in pneu- 
monia mortality is the appreciable fre- 


quency of cases caused by organisms 
which do not respond to chemotherapy. 
It now appears that additional gains in 
the control of pneumonia mortality are 
contingent largely upon further reduc- 
tions in the case fatality rate of the dis- 
ease. Accordingly, increased emphasis 
needs to be placed on early recognition 
and prompt and adequate treatment. Par- 
ticular attention should be paid to early 
signs of pneumonia in infants and chil- 
dren, in whom the disease may progress 
very rapidly. Recent studies show that 
many sudden deaths among infants which 
appear to be due to accidental suffocation 
prove on careful investigation to result 
from unrecognized resp*~atory disease. 
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HOSPITALIZATION OF MEN AT THE 
WORKING AGES* 


Nearly 10 out of every 100 men in the 
age range 17-64 years are admitted to a 
hospital annually, according to the ex- 
perience of the Metropolitan Life Insur- 
ance Company office and field personnel 
protected under the Company’s Group in- 
surance program.+ Including men on dis- 
ability as well as those actively at work, 
the study covered cases hospitalized dur- 
ing the two-year period August 1, 1953, 
to July 31, 1955, and traced to October 
i, 1955. This experience is not typical 
of the general population inasmuch as it 
relates to insurance company personnel 
protected under a liberal program. 

The incidence of hospitalization in this 
study increased with advance in age, be- 
ginning with age 25. The annual hos- 
pitalization rate rose from little more 
than six per 100 at ages 25-34 to nearly 
14 per 100 at ages 55-64. However, at 
the youngest age group, 17-24, the rate 
was relatively high—10 per 100, or nearly 
at the level for men 45-54 years of age. 

In addition to a greater frequency of 
hospitalization, the older men had a 
longer average hospital stay than the 
younger men. The time spent in a hos- 
pital by men between ages 25 and 44 at 
admission averaged close to 9 days. 
This compared with an average of 12 
days for men in the age group 45-54 and 
14 days for those at ages 55-64. For 
men 17-24 years of age, the average stay 
was practically 10 days—higher than for 
any other age group under 45. 

The total amount of time spent in the 
hospital by the patients in this study was 
equivalent to slightly more than one day 
of hospitalization a year for each man 
in the insured group as a whole. The 
figure varied from a low of .6 of a day 
for men in the age range 25-44 to a high 
of 1.9 days for those 55-64 years of age. 

About one half of the men hospitalized 
were surgical patients. Under age 45, 
surgical cases were somewhat more fre- 
quent than nonsurgicai, but at ages 45 
and over the situation was reversed. In 
the experience as a whole, the average 
length of hospital stay was less for the 
surgical than the nonsurgical cases—10.9 
days and 12.2 days, respectively. This 
difference reflects the experience past 
midlife; under age 45 the average dura- 
tion of hospital stay was about the same 
for both kinds of cases. 

Abdominal operations were the most 
common type of surgery, accounting for 
more than a fourth of all the surgical 
cases. Herniotomies, operations on the 
appendix, and cholecystectomies were the 
most frequent abdominal operations. For 
the first two, the average period of hos- 
pitalization was somewhat less than that 
for all surgical cases combined, but the 
cholecystectomies required an average 
stay of about 18 days. The only classes 
of surgical cases in this study with a 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, February, 
1956. 


+This study does not include rsonnel in 
the Pacific Coast States and Canada. For data 
on hospitalization of men at ages 60 and over 
see Statistical Bulletin, May 1955, pages 1-3. 
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longer hospitalization period were neuro- 
surgery (26 days), thoracic surgery (25 
days), operations for malignant neo- 
plasms (22 days), and prostatectomies 
(20 days). At the other extreme, hospi- 
tal stay was shortest for men who had 
tumors or cysts removed (4.5 days), and 
for those with eye, ear, nose, or throat 
operations (5.3 days). 

In the group hospitalized without 
surgery, the most common cause of 
hospitalization was the circulatory dis- 
eases, which accounted for one fourth 
of all nonsurgical cases; the diseases of 
the coronary arteries alone were respon- 
sible for almost one in every 12 nonsur- 
gical cases. Men admitted to a hospital 
because of circulatory disease had a rela- 
tively long stay—an average of nearly 
19 days; for men with coronary artery 
disease the average was slightly over 20 
days. The period of hospitalization for 
the circulatory diseases did not vary ap- 
preciably with age of the patient, but the 
incidence of hospitalization was much 
greater for men past midlife than for 
those under age 45. 

Almost as many men were hospitalized 
for the diseases of the digestive system 
as for the circulatory diseases, but the 
average hospital stay for the former was 
relatively short, namely, 5.9 days. The 
diseases of the respiratory system, acci- 
dental injuries, and the diseases of the 
genito-urinary system ranked next in 
order of frequency of hospitalization, and 
together accounted for about one fifth of 


the nonsurgical cases. The average hos- - 


pital stay for each of these three groups 
was well below that for nonsurgical cases 
as a whole. In contrast, the psychoneu- 
rotic disorders required the longest pe- 
riod of hospitalization—an average of 
more than 45 days; for men under age 
45 the average was nearly 62 days, com- 
pared with about 37 days for those at 
ages 45-64. 


Books Received 


Books received for review during the 
period from April 5 to May 5, 1956, 
are listed below. Reviews will be pub- 
lished as space permits. 


CLINICAL RECOGNITION AND MAN- 
AGEMENT OF DISTURBANCES OF BODY 
FLUIDS. By John H. Bland, M.D., Associate 
Professor of Medicine, University of Vermont 
College of Medicine. Ed. 2. Cloth. Pp. 522, 
with illustrations. Price $11.50. W. B. Saun- 
ders Company, West Washington Square, Phil- 
adelphia 5, 1956. 


PULMONARY CARCINOMA. Pathogenesis, 
Diagnosis, and Treatment. Edited by Edgar 
Mayer, M.D., and Herbert C. Maier, M.D. 
Cloth. Pp. 540, with illustrations. Price $15.00. 
New York University Press, Washington 
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Square, New York. Distributed by J. B. Lip- 
pincott Company, East Washington Square, 
Philadelphia 5, 1956. 


THE BIOCHEMISTRY AND PHYSIOL. 
OGY OF BONE. Edited by Geoffrey H. 
Bourne, London Hospital Medical College, 
London, England. Cloth. Pp. 875, with illus- 
trations. Price $20. Academic Press, Publish- 
ers, 125 E. 23rd St., New York 10, 1956. 


CAMPBELL’S OPERATIVE ORTHO- 
PAEDICS. Volume I and II. Edited by J. S. 
Speed, M.D., and Robert A. Knight, M.D. Ed. 
3. Cloth. Pp. 2124, with illustrations. Price 
$40.00. The C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1956. 


ANKYLOSING SPONDYLITIS. Clinical 
Considerations, Roentgenology, Pathologic Anat- 
omy, Treatment. By Forestier, M.D., 
F.A.C.R. (Hon.), Aix-les-Bains; F. Jacqueline, 


M.D., Aix-les-Bains; and J. Rotes-Querol, M.D., 


Barcelona. Translated by A. U. Desjardins, 
M.S., M.D., F.A.C.P., F.A.C.R. Cloth. Pp. 
374, with illustrations. Price $10.75. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1956. 


TEXTBOOK OF MEDICAL PHYSIOLO- 
GY. By Arthur C. Guyton, M.D., Professor 
and Chairman of the Department of Physiology 
Biophysics, University of Mississippi 
School of Medicine. Cloth. Pp. 1030, with il- 
lustrations. Price $13.50. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1956. 


HEALTH OBSERVATION OF SCHOOL 
CHILDREN. A guide for helping teachers and 
others to observe and understand the school 
child in health and illness. By George M. 
Wheatley, M.D., M.P.H., Third Vice-president, 
Health and Welfare, Metropolitan Life Insur- 
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ance Company; and Grace T. Hallock, Co- 
author of Health for Better Living Series, Un- 
derstanding Health, Health Heroes Series, and 
other health books. Ed. 2. Cloth. Pp. 488, 
with illustrations. Price $6.50. McGraw-Hill 
Book Company, 330 W. 42nd St., New York 
36, 1956. 


ANGIOCARDIOGRAPHIC INTERPRETA- 
TION IN CONGENITAL HEART DISEASE. 
By Herbert L. Abrams, M.D., Assistant Pro- 
fessor of Radiology, Stanford University School 
of Medicine; and Henry S. Kaplan, M.D., Pro- 
fessor of Radiology, Stanford University School 
of Medicine. Cloth. Pp. 233, with illustra- 
tions. Price $11.75. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, 
Ill., 1956. 


LABORATORY TESTS IN COMMON 
USE. By Solomon Garb, M.D., Assistant Pro- 
fessor of Clinical Pharmacology, Cornell Uni- 
versity Medical College. Paper. Pp. 160. Price 


$2.00. Springer Publishing Company, 44 E. 
23rd St., New York 10, 1956. 


IN THE DOCTOR’S OFFICE. The Art of 
the Medical Assistant. By Esther Jane Par- 
sons, Formerly Research Technician, Depart- 
ment of Biochemistry, College of Physicians 
and Surgeons, Columbia University; Formerly 
Instructor in Medical Office Procedures, Paine 
Hall School for Medical Assistants, New York 
City. Ed. 2. Cloth. Pp. 326, with illustrations. 
Price $3.95. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1956. 


COLLAGEN DISEASES Including Systemic 
Lupus Erythematosus, Polyarteritis, Dermato- 
myositis, Systemic Scleroderma, Thrombotic 
Thrombocytopenic Purpura. By John H. Tal- 
bott, M.D., Professor of Medicine, The Univer- 
sity of Buffalo School of Medicine; Physician- 
in-Chief, Buffalo General Hospital, Buffalo, 
New York; and R. Moleres Ferrandis, M.D., 
Training Fellow in Arthritis of the Western 
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| dermassage 


Dermacleanser — 
soapless, antiseptic 
cleanser for bath 

and shampoo; and 


finest 
surgical instrument cleanser. 


dermassage 
GOOD FOR PATIENTS 
“1S GOOD FOR DOCTORS, TOO! 


For chapped hands .. . before and 
after shaving ... sunburn... wind- 
burn .. tired, burning feet... 
soothing, relaxing massage. 


Dermassage is celebrating its 21st an- 
niversary. For 21 years, Dermassage 
has been successful in virtually eliminat- 
ing bed sores and bed chafe in over 
4,000 hospitals throughout the world. 


Because Dermassage has been so good 
for patients, we offer you a generous 
free anniversary trial bottle for yourself. 


© Dermassage is non-alcoholic, hypo-aller- 
genic. Contains hexachlorophene, natural 
menthol, oxyquinoline sulphate, carbamide, 
water-soluble lanolin, and olive oil in a 
homogeneous emollient lotion. 


THE ORIGINAL NON-ALCOHOLIC 
BODY RUB AND SKIN REFRESHANT 


MAIL THIS COUPON TODAY FOR FREE ANNIVERSARY GIFT PACKAGE 


S. M. EDISON CHEMICAL CO. 
2710 South Parkway, Chicago 16, Ill. 


Please send me free, 21st Anniversary Gift Package con- 
taining refillable plastic dispensers of both Dermassage 
and Dermacleanser, plus package of Edisonite. 


Add 
agar 


State 


City 


a 
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New York Chapter of the Arthritis and Rheu- 
matism Foundation. Cloth. Pp. 232, with illus- 
trations. Price $6.50. Grune & Stratton, 381 
Fourth Ave., New York 16, 1956. 


ELECTROCARDIOGRAPHY — Fundamen- 
tals and Clinical Application. By Louis Wolff, 
M.D., Visiting Physician, Consultant in Cardi- 
ology and Chief of the Electrocardiographic Lab- 
oratory, Beth Israel Hospital; Assistant Clinical 
Professor of Medicine, Harvard Medical School. 
Ed. 2. Cloth. Pp. 342, with illustrations. Price 
$7.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1956. 


BASIC OTOLARYNGOLOGY. By Francis 
L. Lederer, B.Sc., M.D., F.A.C.S., F.I.C.S. 
(Hon.), Professor and Head of Department of 
Otolaryngology, University of Illinois College 
of Medicine, Chicago; Chief of the Otolaryngol- 
ogical Service, Research and Educational Hos- 
pital; Director of Otolaryngology and Chief of 
Ear, Nose, and Throat Service, Illinois Eye 
and Ear Infirmary; Captain, Medical Corps, 
United States Naval Reserve; and Abraham R. 
Hollender, M.Sc., M.D., F.A.C.S., Professor of 
Otolaryngology, Emeritus, University of Illinois 
College of Medicine, Chicago; Clinical Pro- 
fessor of Otolaryngology, University of Miami 
School of Medicine; Consulting Otolaryngolo- 
gist, St. Francis Hospital, Miami Beach, 
Variety Children’s Hospital, Miami, and Mount 
Sinai Hospital, Miami Beach, Florida. Ed. 4. 
Cloth. Pp. 442, with illustrations. Price $6.75. 
F. A. Davis Company, 1914-16 Cherry St., 
Philadelphia 3, 1956. 


TROPICAL MEDICINE FOR NURSES. 
By A. R. D. Adams and B. G. Maegraith, 
From the School of Tropical Medicine, Liver- 
pool. Cloth. Pp. 314, with illustrations. Price 
$6.00. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill., 1955. 


COUNSELING PSYCHOLOGY. By Milton 
E. Hahn, Dean of Students and Professor of 
Psychology, University of California, Los An- 
geles; and Malcolm S. MacLean, Professor of 
Higher Education, University of California, 
Los Angeles. Ed. 2. Cloth. Pp. 302. Price 
$4.50. McGraw-Hill Book Company, 330 W. 
42nd St., New York 36, 1955. 


THE SPIRIT OF OSTEOPATHY. By E. 
Harry Bean, D.O. Cloth. Pp. 56. Price $2.00. 
Pageant Press, 130 W. 42nd St., New York 36, 
1956. 

THE TRUTH ABOUT CANCER. By 
Charles S. Cameron, M.D., Medical and Scien- 
tific Director, American Cancer Society. Cloth. 
Pp. 268, with illustrations. Price $4.95. Pren- 
rag Publishers, 70 Fifth Ave., New York 
11, 1 
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Agbabian, Vahagn 
Andenno, Anthony Joseph 
Anderson, Melvin Joseph 
Ausmus, James Casper, Jr. 
Bakeman, Robert Edward 
Barbachym, Donald Robert 
Barkay, H. John 

Barnett, Louis 

Belsito, Joseph Eugene 
Berger, Owen James 

Birk, Allan 

Bok, Frank Joseph 
Buckley, Vernon Carlisle 
Colletti, Jacob Salvatore 
Crane, Roger Harvey 
Davies, Edmund Eugene 
Dunlop, Richard Merritt 
Ecoff, Arthur 
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Engstrom, Robert Edwin 
Fadool, George Philip 
Feldman, Herbert Orville 
Fish, William Henry 
Fritz, William John 

Garvin, William Volney 
Gordon, Ross Burdette 
Hefka, Robert Norman 
Hoopingarner, Doyle Anson 
Hoover, Larry 

Hoover, Lon Ahlers 
Houser, William Herbert 
Hurd, Douglas Burdett 
Johnsen, Martin Rudolf 
Johnson, Sydney Jennings 
Katz, Robert Morris 
Kenneweg, Edward William 
Kodama, Richard Yukio 
Kramer, Stephen Wallace 
Kuehn, Edwin William 
Lamb, Leonard H. Regis 
Lentz, Roland Gene 

Mauer, William John, Jr. 
Mayer, Joel 

Olson, Carl Raymond 
Palczynski, Lawrence Eugene 
Reiland, Bernard Francis 
Rogers, Burr McKone, Jr. 
Savoia, Anthony Louis 
Schweig, Edward Leon 
Sevastos, John Peter 
Simmons, Joan Mary 
Smith, James Wallace 
Stevens, Everett Nelson 
Tom, Walter 

Venanzi, Enzo John 
Verrastro, Thomas Richard 
Wehrum, Paul Allan 


Paternoster, Alfred Arthur 
Peterson, Robert Herrman 
Putman, John Hennis 
Ramljak, Michael 
Rehman, Jerome 

Rudolph, Jerold David 
Runnels, Gordon Andrew 
Sacks, Lester Leslie 
Savage, Donald Hal 
Schneiderman, Allan Robert 
Schoenen, Albert Richard 
Schrock, Robert Dennis 
Shakin, William 

Siu, Tim Keen 

Stanton, Rex J. 

State, Rulon Forrest 
Tavoularis, Tom Harry 
Tong, Ja ck Dare 

Tong, Richard Dare 
Tracy, Jack Steffen 
Wallace, 
Weintraub, 

Weisman, 
Whitman, Stanley Howard 
Winston, Stephen 

Wood, William Owen 
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Ainslie, Ernest Edwin 
Anderson, William Gilchrist 
Baker, Hugh Franklin 
Battersby, Joseph Morgan 
Beville, Byron Albert 
Bolin, Wyman Jesse 
Bristol, Gordon Lee 
Button, William Edwin 
Chaney, Jack Vernon 
Chelland, Francis Joseph 
Conti, Joseph John 

Cooper, Gerald Joseph 
Cox, John Weaver 

Daack, Aloys Julius 

Davis, David William 
DeLooff, Leonard James 
Doberenz, Werner Edmund 
Evans, George Edward 
Ferens, Edwin William 


GRADUATES OF 
COLLEGE OF OSTEOPATHIC 
PHYSICIANS AND SURGEONS 
JUNE 15, 1956 


Adam, Virginia Dare 
Anaradian, Leon 
Anderson, Elmer Chidester 
Bissell, Russell Burt 
Bogard, Dorr Edison 
Bolger, Tommy Philip 
Bottala, John Thomas 
Brantz, Emanuel Everett 
Bruno, Anthony Matthew 
Byberg, Esther 
Calvin, Donald Dean 
Capobianco, Faust Joseph 
Croutch, Marvin Leo 
Davis, Charles Simeon 
Doney, Donald Eugene 
Dyer, Robert Louis 
Eisenstein, Ben Ephriam 
omen Eugene Austin 
Goldberg, Terry 
Gossett, Sherwin Jackson 
Greenfeld, Harry 
Haber, George Martin 
Haber, Maurice Sheldon 
Hoffman, George Frederick 
Holmes, Cletus Ernesto, Jr. 
Hutton, Edward LaMoyne 
Izmirian, Thomas Rupe 
Janis, Leon 
Jordan, Robert Ernest 
Jordan, Royden Grant 
Kamenetz, Irvin 
Kammerman, Richard Frederick 
Kenaga, James Colborne 
Korljan, Ralph George 
Larrinaga, Leo 
Lawson, Harrison Keith 
Lee, Bertram Jack 
Lerner, Albert H. 

Levenson, Robert Charles 
Levy, Ronald 
LoGuercio, Henry Paul 
LoGuercio, Mildred Jean 
Louie, Peter Hansen 
Lyons, Louis 
Manchan, Isadore Bruce 
Manning, Odeen 
Mantell, Robert Arthur 
Manuele, Angelo 
Marouk, Armen 
McGrady, James Patrick 
Mitnick, Richard Daniel 
Nocella, Alexander, Jr. 

Okajima, Niles Masaru 

Okin, Milton 


FOR YOUR CARE OF OBESITY...HERE’S 


“WILL POWER IN A CAN?” 


That’s how Dietene Reducing Supple- 
ment was described recently by a 
Philadelphia doctor . . . and that’s ex- 
actly what it is to your obese patients. 
Here’s why: 


DieteNne solves the uncomfortable prob- 
lem of between-meal hunger. Two Dictene 
Milk Shakes daily supply 36 grams of pro- 
tein, fortified with essential vitamins and 
minerals. Thus, through sound nutrition 
alone, DiETENE satisfies both body hunger 
and the psychological craving for ‘something 
good to eat”. With the between-meal hunger 
problem licked, patients find it easier to ac- 


A product of 


THE DIETENE COMPANY 


MINNEAPOLIS 8, MINNESOTA 


DIETENE is ome at all drug stores in plain he chocolate flavors. 
1 Ib. ($1.59) is full 8-day supply, 


cept the reduced portions of interesting foods 
featured in the Dietene 1000 Calorie Diet. 


DiETENE contains no drugs. It is normally 
safe even for cardiacs and hypertensives. It 
tastes good, mixes easily with milk and is 
economical. DiETENE assures patient cooperation. 


TRY THE DIETENE DIET 

« based on Dietene, the original 
Reducing Supplement—regularly suc- 
ceeds where other reducing regimes 
fail. Free diet sheet service. 


FREE I LB. CAN! MAIL COUPON TODAY! 


THE DIETENE COMPANY D066 
3017 Fourth Ave. So., Minneapolis 8, Minn. 


I would like to examine the Dietene Diet based 
on Dietene Reducing Supplement. Please send diet 
sheets and a FREE one pound can of Dietene. 


Name. DO. 
Address. 


City Zone. State. 


* 
a 
DIETENE 
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Frank, Herbert B. 
Frieman, Edwin 
Furney, Richard Hayes 
Gier, John Lowell 

Giese, William John, Jr. 
Goldberg, Byron Wolfe 
Hall. Vernon Ernest 
Handelsman, Harry 
Hardin, Thomas Fleming 
Hinders, Alvin 

Ho, Robert Wah Hoy 
Keighley, Dale Gene 
Kenny, Dennis Patrick 
Kleffner, Paul Edward 
Kotz, Richard Michael 
Kreamer, Robert Max 
Long, Vaughn Richard 
MacKew, Allan Harvey 
Manley, Louis John 

Miller, Herbert C. 

Owens, Joseph Albert 
Parker, John Bufton 
Posner, Irwin Benjamin 
Rankin, William Clark, Jr. 
Rice, Theodore 

Rosenblatt, Jerry Gustave 
Rubin, Morton Laib 

Ruza, Paul Lee 

Salim, Donald Shafet 
Schmidt, John Zacharias 
Siegal, Sanford 

Sikorski, Eugene Leonard 
Soled, Seymour Leon 
Sutter, Frederick Darius 
Temtemie, Atnafie 
Tomashevski, Henry Longin 
Tripsin, Jennie 

Urban, Lawrence E. 
Ventresco, James Vincent, Jr. 
Warhola, Michael Joseph 


Planned Products For The Chronic Patient 


PROFESSIONAL FOODS offers a complete basic evalua- 
tion for the chronic patient... at a savings . . . to insure 


proper treatment from the very start. PROFESSIONAL 


FOODS designs products to meet the needs of the Osteo- 


pathic profession in correcting basic and fundamental 


nutritional troubles. 


Write for added information to: 


PROFESSIONAL FOODS 


Cedar Rapids, lowa 


319 Second Avenue, SW. 


GRADUATES OF 
KANSAS CITY COLLEGE OF 
OSTEOPATHY AND SURGERY 


IDEAL FOLDING TABLE 
Fer Heme and Office 


Well constructed, strong. 
Will not tip or shake. 

Easy to open and close. 
Length 69”. Width 22”. 
Height 27%. Weight 32 lbs. 
Walnut finish. 

Simulated leather covering. 
Heavy standard padding. 
(Shipping weight 40 lbs.) 


Price $40.00 


(Paratex and felt) 2” Paratex padding $10.00 additional 


Unconditional guarantee on workmanship and materials. All items shipped 
f.o.b. from Factory in Kirksville, Mo. Cash must accompany orders. 


American Osteopathic Association 
212 E. Ohio St. 


Chicago 11, Illinois 


JUNE 1, 1956 


Avera, Ray, Jr. 
Baker, Ronald Granger 
Bannister, William George 
Bender, William Bernard 
Berg, Dalrie H. A. 

Bess, Joseph 

Bowe, Edward Barnes 
Brauer, Richard Easton 
Bulick, Robert Paul 
Burns, Robert Charles 
Campbell, Thomas King 
Campobasso, Frank 
Carney, Glenn Vernon 
Cavalier, Joseph Nicholas 
Corpolongo, Arthur Dean 
Corpolongo, John Dewey 
Cronen, Paul William 
Delp, William Steward 
DeVries, Gordon 

Dick, Nedra Gail 
Eisenman, Arnold 

Enloe, Garold Gene 
Feldheim, Daniel Herman 
Ford, William Stephenson 
Forrestal, Thomas Patrick 
Franta, William Kenneth 
Freeman, Elaine LaRue Smith 
Freeman, Silvion Beverly 
Galusha, Jasper Harley 
Glaspy, Clinton Leroy 
Gonzalez, Arturo 

Gorton, Julius Carlyle 
Graff, John Franklin 
Gregory, Kennith Charles 
Griffin, Imogene LaMance 
Groff, Marion Allen, Jr. 
Hall, Jessie Nolan 

Heim, John William 
Henson, Fred Allen 
Hickerson, James Scott 
Hinsberg, William Dinan 
Hobbs, Jimmy Wayne 
Hoemann, Virgil Henry 
Holcomb, John Ed, Jr. 
Huggins, Harold Leon 
Johns, Basil Charles 
Kahler, Derald Ray 
Kempe, Walter Frederick, Jr. 
Knapp, Joseph Stanley 
Kopald, Newman Meyer 
Kostick, Eugene Michael 
Koudele, Charles James 
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Kraut, Ben 

Kuzon, Chester 

Larabee, Henry Vernon 
Lawrence, William Hoyt 
Ling, Robert Reynolds 
Logan, David 

Marshak, Herbert 

McGill, Elleen Elizabeth 
McKewon, Claude Richard 
Meyers, Henry Julius 
Morrison, William Rex 
Mueller, Donn Woodward 
Munro, William John 
Neckles, Andrew Peter, Jr. 
Nelson, Leland Byron 
Pearson, Craig 

Perron, George Edward 
Perry. Charles Luther 
Peters, Henry Allen 
Pracht, Robert Lee 
Priddy, Maurice Fredrick 
Reynolds, Paul Joseph 
Rooney, Raymond Francis 
Rose, Lester Gerald 

Rose, Robert R. 
Rosencrantz, Eugene Sol 
Ross, Donald Miller 
Rowland, James L. 
Salhany, Earl Henry 
Sanders, Loy Neal 

Savage, Woodrow Wilson 
Schreiber, Harold 
Sherman, Robert John 
Smith, Charles H., Jr. 
Smith, William Leo 
Soman, Howard 

Spavins, Richard Frederick 
Staab, Richard Craig 
Stefanich, William John 
Stier, Joseph Frank 
Strickland, Frank Edwin 
Sullivan, Edward Matthew 
Trepanier, Donald Raymond 
Wasserman, Richard Lee 
Watson, John Leonard 
Weishaar, Lyle Charles 
Wing. T. G. Sek 
Winslow, James Robert 
Wolpman, Joe Ernst 
Zachary, Loyd Raymond 
Zalen, Edward 
Zimmerman, Jack Raymond 


GRADUATES OF 
KIRKSVILLE COLLEGE OF 
OSTEOPATHY AND SURGERY 
JUNE 2, 1956 


Aboloff, Jules 
Brickler, Lewis M. 
Brown, Reger Alan 
Callahan, Charles E. 
Campbell, John William 
Carpenter, George 
Craig, Carl Edward 
Dana, Orrin Wells 
Davis, Billy Jack 
Deady, Eugene 
Decker, Norman Edward 
Demetriou, Chris 
DeVito, Salvatore Joseph 
Dorfman, Albert S. 
Drost, Jerald Vernon 
Fay, Adrain 
ox, Morry 
Golding, Philip 
Goldsmith, Deuglas M. 
Graham, Beach Chauncey 
Guenther, Lewis Hammond 
Helak, Joseph John 
Hildreth, DeWall John 
Hrachovina, Frederick Vincent 
Hubbard, Robert Cal 
Humbert, Franklin Carrick 
James, my Harold 

n, Erwin Seymore 
Katz, Howard Pierre 
Kesson, Thomas Jordan 
Kimball, Lawrence Dustin 
La Plante, Richard Charles 
Lauten, Harry Oliver 
Lingenfelter, Frederic Earl 
Long, Leland Corbette 
Madsen, Robert Eaton 
Marr, James Frank 
Mason, Palmer H., Jr. 
Mazzola, Gus Joseph 
McGowan, Patricia 
McGraw, Robert Oak 


Coffee Provides 
Excellent Vehicle 
for Constipation 
Corrective 


Dear Doctor: 


(Many elderly patients have found that Borcherdt's Malt Soup 
Extract stirred into coffee provides an effective constipation 
corrective and, at the same time, sufficient sweetening for 
‘their coffee. 


‘The usual dose of Malt Soup Extract is 2 tablespoonfuls in the 
‘morning and 2 tablespoonfuls at bedtime. It may be taken in 
‘coffee at breakfast and at dinner, or in milk at bedtime. 


Stanley Olson 
BORCHERDT MALT EXTRACT CO. 


MALT SOUP 


Extract 


A gentle laxative modifier of milk. Just 1 or 2 tablespoon- 
fuls in day’s formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives and potas- 
sium ions contribute to gentle laxation. Safe and easy 
fo use. 


GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under-par elderly patients with 
hard, dry stools. Supplies nutritional factors from rich bar- 
ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools 
are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. 
Somples and literature on request 
sium corboncte. In 8 o ond BORCHERDT MALT EXTRACT CO. 
16 oz. bottles. 217 N. Wolcott Ave., Chicago 12, lil. 


FOR OLDER PATIENTS... 
; Loothing Reliof IN 


= CHRONIC URINARY INFECTIONS 


Vi Urolitia can be given over long periods ehue. 


soothes the irritated memb 


METHEN. 
URINARY 
ANTISEF™ 


Div., BORCHERDT MALT EXTRACT CO. 


217 N. Wolcott Ave., Chicago 12, ii! 
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TAMPAX 


a clinically 
accepted method of 
menstrual hygiene 


“Free from harm or irri- 
tation to the vaginal and 


cervical mucosa.” 


Karnaky, K. J.: Western Journal of 
Surgery, Obstetrics and Gynecology, 
Vol. 51, pp. 150-152. 


“No evidence that the use 
of the tampon caused ob- 
struction to menstrual 


flow.” 

Thornton, M. J.: American Journal 
of Obstetrics and Gynecology, Vol. 46, 
pp. 259-265. 


sour RNA 


“Does not impair stand- 


ard anatomic virginity.” 
Dickinson, R. L.: The Journal of the 
American Medical Association, Vol. 
128, pp. 490-494. 


‘jnical 
i 


“Easy and comfortable to 


use and eliminated odor.” 


Sackren, H. S.: Clinical Medicine, 
Vol. 46, pp. 327-32 9. 


Three absorbencies: Junior, 
Regular, or Super Tampax 
meet varying requirements. 


TAMPAX 


Professional samples and re- 
prints of these papers fur- 
nished on request. 


Tampax Incorporated 


Palmer, Massachusetts 


Messinger, Irwin Robert 
Morey, Lloyd William 
Morris, Morton 

Mott, James Blair 
Muscari, Pietro John, Jr. 
Parshall, James Philip 
Pignato, Frank P 
Polasky, Hartley 
Pressley, Donald Clifford 
Purmell, Eugene Benjamin 
Quinn, George Donald 
Renner, Myron Bruce 
Rich, Aubrey Davis 
Rosman, Lowell 

Ryle, William Wayne 
Scheerer, Leon Basil 
Scheurer, Donald A. 
Skinker, Thomas Murray 
Snowfleet, Wallace Burdett 
Stanley, Clifford 

Strobel, Lynn Ritz 
Taylor, William Herbert 
TePoorten, Bernard 
Theodoras, Mary Louise 
Thomas, Fred 

Trybus, Henry G. 

VanO’ Linda, t alvin Harry 
Vinson, Jack R. 
Vyskocil, Henry 

Wells, James Roy 
Wiley, Robert Harper 
Yezbick, Alphonse Albert 
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Andrews, Joseph Carroll 
Barone, Frank 

Baxter, Donald Albert 
Betts, William E., 
Bochman, Bruce ‘Albin 
Bradway, R. William 
Breslin, James Joseph 
Bronstein, David 
Capitain, Robert W. 
Caruso, Frank Victor 
Cerra, Francis Anthony 
Chimerakis, James C. 
Cohen, Eugene 

Cohen, Jerome Bernard 
Cotler, Gerald 
Crawford, John Calvin 
dD’ Alessandro, John Anthony 
D’Alonzo, Albert F. 
DeGhetto, John 

De Rue, Robert George 
DiMarzio, Dante 

Dubin, Alvin D. 

England, Robert Walter 
Fallick, Alan M. 

Friedlin, Frederick Tay 
Friedman, Edward Milton 
Fry, Robinson George 
Glover, Julius Russell 

Golin, Albert 

Greif, Donald David 

Griffith, Thomas Benjamin 
Grossbart, Frederick 

Heagen, Eugene q 

Hemsley, W }e. 
Hipple, John A 

Inwald, 
Jacobsen, Rodney Trygve 
Jaeger, Fredrick J. 

Joseph, Jay Harris 

Kellam, David Alexander 
Ketner, Donald William 
Kodroff, Carl 

Kroh, Charles Henry 

Latta, Richard Stevenson 
Letourneau, Bernard John 
Levitt, Jack 

Liebert, Henry Siegfried 
Lodato, Arthur Augustine 
Love, John Edward 

Luongo, Ralph A. 

Makant, Joseph Earle, Jr. 
Marino, Nick Anthony 
Marra, Charles Nicholas 
Martsukis, Leo Michael 
Matez, Murray Norman 
Meals, Robert Lee 

Melhorn, Frederick Robert 
Metzman, Milton 
Millard, Lester Claude 
Minahan, James Joseph 
Minehan, Edward John 
Minutella, Jack Anthony 
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A Doctor 
Looks at 
Medicine 


By 
STEPHEN A. SHEPPARD, 
D.O. 
BOOKLET NO. 6 


Price 15¢ Each 
$12.00 Per C 


Published by 
The American 
Osteopathic Association 


212 East Ohio St., 
Chicago 11, 


QUICK 
RELIEF 


From 
Surface Pain 
and Itching 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Americaine 

. . because oniy Americaine contains 20% 
dissolved benzocaine, Americaine relieves fast, 
sustains relief from 2 to 6 hours. In Ointment 
or handy Aerosol Spray for office use. Write 
for details. 


ALSO FOR: 


Burns 

Abrasions 
Hemorrhoids 
Post-Episiotomies 
Dermatoses 

Also Available 


Americaine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
In Canada: Brent Laberatories, Ltd., Toronte 
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prescribe 
CAMP 


to balance 
the flesh 
of obesity 


Camp sup- 
ports for obe- 
sity are scien- 
tifically de- 
signed to 
create a foun- 
dation around 
the pelvic 
girdle and 
bring the ex- 
cess _ weight 
more in line with the center of 
gravity; thus relieving muscle 
strain of back, feet and ankle 
joints. Immediate professional fit- 
ting is available from stock at your 
Authorized Camp Dealer. 


JACKSON, MICHIGAN 


Moll, Lois Jean Gehris 
Moy, Thomas Louie 
Orons, Stanley 
Patriquin, David Ashley 
Peckins, Howard Chaties Burney 
Piwoz, Seymour 
Polulich, John Peter 
Powell, Thomas Francis A. 
Pritchard, Charles P. 
Prykanoski, Joseph J. 
Pyle, Wellden, Jr. 
Robinson, Walter T., Jr. 
Rusin, William Douglas 
Sadick, S. Paul 
Salkind, Henry 
Schwartz, Ralph 
Slifer, George Baringer 
Smith, Irvin 
Snoke, Paul Stephen 
Snyder, Richard Karl 
Stein, Franklin Milton 
Sullivan, James Joseph 
Swiatkowski, Edward S 
Walp, Barry Donaid 
Wiener, Herbert 
Wildmann, John Joseph 
Jorth, Leonard Vincent, Jr. 
Wynne, John Brendan, Jr. 
Xenakis, Alexander D. 
Young, Warren Clement 
Yurkanin, Joseph 
Zaccardi, Frank F. 
Zaroft, Ralph 
Zarrilli, Michael William 
Zellis. Abraham 


APPLICATIONS FOR 
MEMBERSHIP 


CALIFORNIA 
Hunter, Clarence K., (Renewal) Cali- 
fornia Bank Bldg., Beverly Hills 
Eshelman, Harold H., (Renewal) 5911 
Avalon Blvd., Los Angeles 3 
MASSACHUSETTS 
Johnson, Warren A., Point Road, Mano- 
met 
Manley, Victor, 
St., Springfield 
MICHIGAN 
Olini, Gilbert C., Art Centre Hospital, 
5435 Woodward Ave., Detroit 2 
Taylor, Robert L., (Renewal) 241 Glen- 
dale, Highland Park 3 
NEW JERSEY 
Sauter, John G., (Renewal) 5012 West- 
field Ave., Pennsauken 
NEW MEXICO 
Clapp, Robert C., (Renewal) 1207 New 
York, Box 152, Alamogordo 
OHIO 
Blamey, William E., Forest Hill Hospi- 
tal, 924 E. 152nd St., Cleveland 10 
PENNSYLVANIA 
Guyer, Seymour M., 410 School St., 
North Wales 
Cipolla, Vincent T., (Renewal) 
Morris St., Philadelphia 45 
Landgrebe, William H., (Renewal) 7105 
Chestnut St., Upper Darby 
WASHINGTON 


Morey, Mearl B., (Renewal) 870 S. W. 
136th St., Seattle 66 


(Renewal) 293 Bridge 


1429 


DESOMIDE 


tablets 

relieve severe pain 

month after month 

without danger of 

narcotic addiction. 

Relief is almost 

immediate and is 

sustained about 

7 hours. 

Potent non-narcotic 
analgetic Dipyrone works + 
synergistically with pain- 
alleviating Salicylamide 
and mood elevating 
dl-Desoxyephedrine Hel. 
In many cases you can 
substitute DEsomIDE for 
morphine, codeine, and 
other habit-forming 
narcotics and barbiturates. 


ted. 1 
ples and 


& 


on request. 


Indications: arthritis, neuritis, musculoskeletal 
pain, biliary and renal colic, gout, bursitis, 
inflammation, childbirth, childbirth 
afterpains, and other painful symptoms. 


Desomide Mallard: white round, divided 
fablet containing Dipyrone 100 mgs., 
Salicylamide 100 mgs., di Desoxyephedrine 
Hcl 1.5 mgs. 


AVAILABLE: Bottles, 100, 1000. 


There's always a Leader 


MALLARD, ic. 


3021 WABASH, DETROIT 16, MICHIGAN 
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Give your patient that extra lift with “Beminal” 817 
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CHANGES OF ADDRESS AND NEW LOCATIONS 


Applegate, William E., from Shelbina, Mo., to Box 63, Battle Ground, 
Ind. 

Barnes, Lowell E., from Sebago Lake, Maine, to Hiram, Maine 

Barsky, Howard E., from Philadelphia, Pa., to 7323 Asbury Ave., Mel- 
rose Park 26, Pa. 

Battleson, Bruce K., from Alhambra, Calif., to 9971 Garden Grove Blvd., 
Garden Grove, Calif. 

Bentz, Robert L., from 1814 Oberlin Ave., to 2738 Colorado Ave., Lorain, 
Ohio 

Brand, Burton, from Long Beach, Calif., to 21428 S. Norwalk Blvd., 
Box 397, Artesia, Calif. 

Brown, Dean L., from 1203 W. 159th St., to 15640 S. Normandie Ave., 
Gardena, Calif. 

3rown, Ronald, L., from Larned, Kans., to 229 E. Colorado St., Walters, 
Okla. 

Caddell, Frederick E., from Temple City, Calif., to 8421 Lincoln Blvd., 
Los Angeles 45, Calif. 

Canter, Stanley, from Cape Girardeau, Mo., to Flint General Hospital, 
765 E. Hamilton Ave., Flint 5, Mich. 

Carroll, Loyd D., from 118 S. Washington St., to 117-19 N. Washington 
St., New Paris, Ohio 

Caton, James W., from 147 Seventh St., to 42 N. 
nelsville, Ohio 

Christensen, Joseph R., from 4340 Leimert Blvd., to 3450 W. 43rd St., 
Los Angeles 8, Calif. 

Clayton, Kenneth L., from Box 4, to 1401 Hill Ave., Spirit Lake, Iowa 

Clifton, Arthur L., from Beaverton, Mich., to 15061 White St., Allen 
Park, Mich. 

Corbett, Lawrence E., from 44 Barber St., to 907 E. Main St., Clarion, 
Pa. 

Cummins, Clifford D., from Kansas City, Kans., to 519 Carnation, Corona 
Del Mar, Calif. 

De Long, Raymond L., from 721 First Natl. Bank Bldg., to Kersting 
Hotel, 320 N. Market St., Wichita 2, Kans. 

Doren, Neil C., from Linz, Upper Austria, to Box 101, El Mirage Air- 
field, Adelanto, Calif. 

Eiceman, George H., from Lebanon, Pa., to 225 S. Railroad St., Pal- 
myra, Pa. 

Emory, Joseph A., from Redondo Beach, Calif., to 1016114 San Fernan- 
do St., Pacoima, Calif. 

Farancz, Milton P., from 133-02 Francis Lewis Blvd., to 230-18 139th 
Ave., Laurelton 13, N. Y. 

Farnsworth, Myrtle S., from 5 S. Wabash Ave., to 540 N. Michigan 
Ave., Chicago 11, IIl. 

Farrow, Charles D., Jr., from Philadelphia, Pa., to 30-15 Revere Road, 
Drexel Hill, Pa. 

Forman, Abraham H., from 3526 E. Olympic Blvd., ta 5766 Hollywood 
Blvd., Los Angeles 28, Calif. 

Gabriel, Earl A., from 1201 N. 24th St., to 2222 Allen St., Allentown, Pa. 

Gasperich, Frank J., from Box 644, to 11114 Broadway, Sand Springs, 
Okla. 

Giesy, Norman W., from 715 Transamerica Bldg., to 2619 Ivanhoe 
Drive, Los Angeles 39, Calif. 

Gilroy, S. B., from St. Clair Shores, Mich., to 612 S. Center, Royal Oak, 
Mich. 

Goehring, Frank L., from Route 4, Box 572, to 21 W. McCurdy Blvd., 
N., Ocala, Fla. 

Goldberger, Fredric, from 4814 Osage Ave., to 215 Rosemary Lane, 
Philadelphia 19, Pa. 

Goldin, Howard S., from 2069 W. Century Blvd., to 10510 S. Vermont 
Ave., Los Angeles 44, Calif. 

Goyette, Robert E., from Inglewood, Calif., to 1719 Camino de la Costa, 
Redondo Beach, Calif. 

Greenberg, Gordon, from 4911 N. Ninth St., to 1323 E. Barringer St., 
Philadelphia 19, Pa. 

Griffith, William A., from Route 11, Box 744, to 1608 California Park- 
way, N., Fort Worth, Texas 

Haiman, Irving J., COPS ’54; Zieger Osteopathic Hospital, 4244 Liver- 
nois Ave., Detroit 10, Mich. 

Hall, George G., from 217 E. Sullivan St., to 214 Commerce St., Kings- 
port, Tenn. 

Harper, Donald R., from 2003 N. Second St., to 3005 Hoffman St., Har- 
risburg, Pa. 

Heflen, C. David, from 6 Wood Bldg., to 405 Fourth Ave., Renton, 
Wash. 

Himelberger, Corydon G., from Trenton, Mich., to 26080 E. Huron 
River Drive, Flat Rock, Mich. 

Hirschman, John W., from Cherokee, Iowa, to 4213 E. 22nd St., Tuc- 
son, Ariz. 

Holcomb, Ferrin H., from El Paso, Texas, to General Delivery, Van 
Horn, Texas 

Jackson, William M., from Clarion, Pa., to 1757 W. 26th St., Erie, Pa. 

— John B., from 2215 Carson St., to 1542 Carson St., Fort Myers, 


Seventh St., McCon- 


Give your patient that extra lift 
with “Beminal” 817 when high 
vitamin B and C levels are required. 


“Beminal” 817—each capsule contains:. 


Thiamine mononitrate (B1) 
Riboflavin (Bz) 
Nicotinamide 
Pyridoxine HCl (Be) 3.0 mg. 
Cale. pantothenate 10.0 mg. 
Vitamin C (ascorbic acid) 150.0 mg. 


Vitamin Bi: with intrinsic factor 
U.S.P. Unit 


New improved formula 


25.0 mg. 
12.5 mg. 
75.0 mg. 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient, 


Supplied: Bottles of 100 and 1,000 capsules. 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 


© 
7 
ONE 
j 
SJ 
7 
f/ 
j 
Pie 
4 
4 
: 
: 


to control 


any capillary or venous bleeding 
rapidly—within minutes, 
regardless of origin... 


to prevent 


surgical bleeding safely*... 


KOAGAMIN’ 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


7 han) CHATHAM PHARMACEUTICALS, INC. 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
06755 Austin Laboratories, Limited, Guelph, Ontario 
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Johnson, Richard W., from Box O, to West King Road, Box 397, Ar- 
buckle, Calif. 

Johnson, William W., from 1394 Gladys Ave., to 16104 Detroit Ave., 
Lakewood 7, Ohio 

Jones, Everett E., from Holmes Bldg., to 200 S. Lewis St., La Grange, 
Ga. 

Kaufman, Seymour G., from West Collingswood, N. J., to 5425 S. Cen- 
tral Ave., Los Angeles 36, Calif. 

Kechijian, Keaim M., from Pawtucket, R. I., to 51 Clay St., Central 
Falls, R. I. 

Kirlin, Edmund J., from Box 675, to Route 3, Council Bluffs, Iowa 

Klouw, -Floyd J., from Dearborn, Mich., to Box 475, Keego Harbor, 
Mich. 

Kobes, Kenneth J., from Grandville, Mich., to 6737 Argyle, S. E., Grand 
Rapids 8, Mich. 

Kurn, Samuel P., from Saginaw, Mich., to Freeland, Mich. 

Larson, Don Le Roy, from El Monte, Calif., to 6165 Avon Ave., San 
Gabriel, Calif. 

Locke, Joseph J., from 632 Bay St., N. E., to 2560 Fifth Avenue, N., St. 
Petersburg 2, Fla. 

Lofgren, W. Floyd, from 106 S. El Molino Ave., to 2423 E. Colorado 
St., Pasadena 8, Calif. 

Madziar, Roman J., from Bay City, Mich., to 1635 Lincoln Way W., 
South Bend 28, Ind. 

Martin, James A., from Des Moines, Iowa, to Coker Clinic, 602 E. 
Fourth St., Panama City, Fla. 

McCleary, Thomas G., from 139 N. Virginia St., to 425 E. Taylor St., 
Reno, Nev. 

McTighe, Harold E., from 6916 E. Admiral Place, to 941 E. Pittsburg, 
Tulsa 4, Okla. 

Meals, Gladys, from Moberly, Mo., to Route 1, Brown Station, Mo. 

Miller, Eugene E., from Harbor Springs, Mich., to 408 Boardman Ave., 
Traverse City, Mich. 

Packard, R. M., from Phoenix, Ariz., to 121 S. Second St., Rogers, Ark. 

Palme, C. A., from 519 Leonhardt Bldg., to 101 N. E. 23rd St., Okla- 
homa City 5, Okla. 

Parsons, Walter C., Jr., from Grandin, Fla., to 666 Formosa Ave., Kil- 
larney Center, Winter Park, Fla. 

Payne, Ross A., from 1303 S. Main St., to 1332 S. Bristol, Santa Ana, 
Calif. 

Price, J. Paul, from 1613 Liberty Bank Bldg., to Hefner-Frates Bldg., 
Oklahoma City 18, Okla. 

Rothman, George L., from Los Angeles, Calif., to 10609 Woodbridge 
St., North Hollywood, Calif. 

Salkind, Alan, from 1755 N. 13th St., to 1729 N. Park Ave., Philadel- 
phia 22, Pa. 

Samuelson, Fridolfe F., from 223 Werby Bldg., to 4029 Warwick Blvd., 
Kansas City 11, Mo. 

Saponaro, William F., from Philadelphia, Pa., to Cushmore Road & 
Rozel Ave., Southampton, Bucks Co., Pa. 
Savan, D. Beryl Mack, from 244 W. Gilman St., to 421 Washburn 
Place, Madison 3, Wis. (Name changed from D. Beryl Mack) 
Shaheen, Samuel H., from 6190 Dixie Highway, to 6000 Dixie Highway, 
Bridgeport, Mich. 

Shifrin, Aaron H., from Leesburg, Fla., to Box 528, Miami 4, Fla. 

Siegel, Daniel K., from 18900 Schoolcraft Ave., to 18820 Woodward 
Ave., Detroit 3, Mich. 

Simmons, Harry I., from Rio De Janeiro, Brazil, S. A., to Zieger Osteo- 
pathic Hospital, 4244 Livernois Ave., Detroit 10, Mich. 

Sperry, Dean E., from 200 N. Sheridan Road, to 1100 N. Sheridan 
Road, Peoria 5, IIl. 

Stoll, Selma, from Brooklyn, N. Y., to 81 Bedford St., New York 14, 


Suffin, Gustave D., from Long Beach, Calif., to Box 397, H. G. Sta., 
Artesia, Calif. 

Tarlow, Herbert David, from 1135 S. Masselin Ave., to 1718 W. Santa 
Barbara Ave., Los Angeles 62, Calif. 

Tucker, Harry E., from 706 Riverside Drive, to 5253 Riverside Drive, 
Chino, Calif. 

Tyler, James R., PCO ’55; Grandview Hospital, 405 Grand Ave., Day- 
ton 5, Ohio 

Varney, F. Curtis, from North Sacramento, Calif., to 2821 Howe Ave., 
Sacramento 21, Calif. 

Whipple, Robert L., from 4441 Park Blvd., to 4813 Dixie Highway, 
Louisville 16, Ky. 

Whitney, Elmer I., from Battle Creek, Mich., to Sheridan Community 
Hospital, 6303 S. Sheridan Road, Sheridan, Mich. 

Wilkins, Robert F., from 5301 S. Vermont Ave., to 6600 S. Western 
Ave., Los Angeles 47, Calif. 

Wohlschlaeger, George D., from St. Louis, Mo., to Route 6, Box 2105, 
Sappington 23, Mo. 

Woo, Daniel, from Dinuba, Calif., to 602 Pollasky Ave., Clovis, Calif. 
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‘Thorazine’ is available in ampuls, tablets and syrup 
(as the hydrochloride), and in suppositories (as the base). 


‘Thorazine’ should be administered discriminately 
and, before prescribing, the physician should be fully 


conversant with the available literature. 


for emergencies — always carry 


‘Thorazine’ Ampuls in your bag 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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new 
and highly 


practical 


PROCTOLOGY 


by Harry E. Bacon, M.D., Professor and Head 
of the Department of Proctology, Temple Uni- 
versity; Stuart T. Ross, M.D., President, Amer- 
ican Proctologic Society; and Porfirio Mayo 
Recio, M.D., Assistant Professor of Surgery, 
College of Medicine, University of Philippines. 


Here’s a practical, well arranged, clearly 
written book on proctology for those who 
need all the essential facts for diagnosis and 
treatment. It is concisely presented for quick 
and ready use. Diagnosis and treatment are 
chiefly emphasized, but the basic pathology 
and anatomy are included for fuller under- 
standing. 

Treatment is presented according to the sub- 
ject at hand . . . treatment to be prescribed 
or performed by the physician in either 
office or hospital as well as self-help proce- 
dures to be carried out by the patient at 
home. 

Operative methods are described step by 
step; and relief of postoperative pain is 
treated fully. In prolapse and procidentia, 
three new surgical technics are covered. 


The general practitioner will find the wealth 
of practical experience in Proctology a use- 
ful and ready source of information. Beau- 
tiful illustrations aid the text. 


PARTIAL CONTENTS 


Anesthesia—Preoperative and’ Postoperative 
Treatment—Cryptitis and Papillitis—Fistula 
—Diverticulosis and Diverticulitis—Pruritus 
Ani—Colostomy—tTransverse Colostomy, Ce- 
costomy and Appendicostomy—Wounds, In- 
juries and Rupture. 
226 Illustrations, 31 Tables and 5 Color Plates 

412 Text Pages $10.00 


J. B. LIPPINCOTT CO. 


East Washington Square, 
Philadelphia 5, Pa. 
In Canada—Medical Arts 


Bldg., Montreal 
PROCTOLOGY $10.00 
Charge ([) Convenient Monthly Payments 
C) Payment Enclosed 
NAME 
ADDRESS 


| 

| 
| | 
| | 
| | 
| Please enter my order and send me: | 
| | 
| | 
| | 
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‘YOUNG'S 
RECTAL 
4 DILATORS 


IN SPASTIC CONSTIPATION 


teach spastic sphincters controlled relaxation 


Young's Rectal Dilators gently 
stretch tight, spastic, or hyper- 
trophic anal sphincters . . . reduce 


Recommended for: 
® Anal Stricture 


® Achalasia 
© Postoperatively tonus . . . induce mild peristalsis 
. and train the defecation re- 
flex. In graduated sizes for pro- 
gressive therapy. FOR INFANTS: 
eens Made of flexible rubber. FOR 
Also for: CHILDREN AND ADULTS: Made 


of bakelite. 
Send for Literature 


E. YOUNG AND COMPANY 


* 
8057 Stony Island Ave., Chicago 7, Ill. 


© Perineal Repair 
© Dyspareunia 


OINTMENT AND POWDER ZINCUNDECATE 
SOLUTION UNDECYLENIC ACID 


Effective in the continuous therapy desirable for 
successful treatment and prevention of superficial 
fungous infections, especially 


DERMATOMYCOSIS PEDIS 
(athlete’s foot) 
The following simple regimen is suggested: 


NIGHT DESENEX Ointment applied liberally to 
infected and surrounding areas every 
night before retiring. 

DAY DESENEX Powder applied every morn: 
ing by dusting freely on feet (rubbing 
in gently)—and in shoes and socks. 

Cures the average moderate to severe case in 

from one to three weeks, 


Available at all pharmacies 


Write for samples and literature 
PD-57 


MALTBIE LABORATORIES DIVISION 
Me WALLACE & TIERNAN INC. 
— 25 MAIN ST,, BELLEVILLE 9. NEW JERSEY. U.S.A 
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Reduces Muscular Tension 


MEPROBAMATE 
(2-methyl-2-n- propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 


Electromyography shows decisive response 


Electromyographic study of neuromuscular hyper- ambulatory treatment with EQUANIL; showing def- 
activity in 42-year-old male with anxiety-tension syn- inite reduction in tension, greater ability to relax, 
drome. A, Before EQUANIL; action potential of high and marked improvement in muscular coordina- 
amplitude and frequency. B, After one week of tion. C, Point where patient makes effort to relax.! 


The remarkable effectiveness of EQUANIL may 
be demonstrated in two ways. One is by its 
ability to relieve muscle spasm and neuromus- 
cular tension.' The second is by its ability to 
relieve mental tension and anxiety. 

Usual dosage: 1 tablet t.id. The dose may be adjusted 
either up or down, according to the clinical response of 
the patient. 


Supplied: Tablets, 400 mg., bottles of 50. 
1. Dickel, H.A., et al.: West. J. Surg., April, 1956. 


anti-anxiety factor 
with muscle-relaxing action 
... felieves tension 
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For the "ready answer"... 


OFFICE GYNECOLOG 


NEW! The daily office problems in gynecology are 
taken up in direct and emphatic manner by the au- 
thors. They bring a working manual of today’s prac- 
tical gynecology . . . every topic covered in pointed 
language that reflects their well-founded command 
of modern practice. Worthy of special note in this 
book are the sections on the effective Decker System 
of History Taking . . . an original presentation of Dr. 
Decker’s unique Culdoscopy technic, with guidance 
and illustrative views that aid diagnosis and help de- 
tect tumors . . . a thorough and explicit discussion of 
Infertility, Hormone Therapy, and Psychosomatic 
problems. (Ready Soon! About 450 pages, 100 illus- 
trations. $10.50) 


BASIC OTOLARYNGOLOGY 


Lederer & Hollender 


NEW! Unique in the field as a 1956 streamlined pres- 
entation that reflects the advances, the high scien- 
tific level of modern Otolaryngology. TWO DISTIN- 
GUISHED AUTHORITIES here cover today’s basic 
knowledge on affections of the Ear, Nose and Throat 
... clear-cut and decisive on cases and their practical 
management . . . also covering the important border- 
line subjects in the scope of modern Otolaryngology. 
Diagnosis is taken up in orderly discussions of exami- 
nation, pathology, etiology, symptoms, predisposing 
factors. The charts on Differential Diagnosis are es- 
pecially helpful. All forms of therapy are sharply 
evaluated and applied. Here you see practical work 
with the chemotherapeutic and antibiotic agents as 
clinically tested in Ear, Nose and Throat conditions. 
There are 208 illustrations, with 11 brilliant color 
plates. (453 pages, illustrated. $6.75) 


—hby Decker 
& Decker 


Fe Ae DAVIS CO. 
1914 Cherry St., Phila. 3, Pa. 


| 
Please send on approval: | 
OFFICE GYNECOLOGY, $10.50 
C] BASIC OTOLARYNGOLOGY, $6.75 | 
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HOW VAGISEC LIQUID 


TRICHOMONADS 
WITHIN 15 SECONDS 


ITH the Davis technique, both Vacisec® liquid and 
Wi: flare-ups of vaginal trichomoniasis rarely occur. 
Vaaisec liquid actually explodes trichomonads within 
15 seconds after douche contact. Better than 90 per cent appar- 
ent cures follow use of this new trichomonacide developed as 


“Carlendacide,” by Dr. Carl Henry Davis, noted gynecologist, 
and C. G. Grand, cell physiologist.” 


EXPLODES 


CONTACTS 


No trichomonad escapes—Three chemicals in Vacrsec 
liquid combine in balanced blend to weaken the cell membrane, 
to remove waxes and lipids, to denature the protein. With 
its cell wall destroyed, the trichomonad imbibes water, swells 
and explodes. 

Explodes hidden trichomonads — Unlike many agents, 
Vacisec liquid quickly dissolves albuminous materials, pene- 
trates thoroughly. It explodes trichomonads that tend to persist 
and cause treatment failure. 

The Davis techniquet—The physician uses Vacisec liquid 
as a vaginal scrub at the office. He prescribes Vacisec liquid 
and jelly for concomitant use at home. 

Infected husbands re-infect wives? — Use of a condom 
breaks the infection cycle.? A prescription assures the protec- 
tion afforded by Schmid quality condoms — RAMSES,® the 
finest possible rubber prophylactic; or XXXX (Fourex)® skins 
of natural animal membranes, pre-moistened. 


References: 1. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 
2. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


JULIUS SCHMID, nc. 


gynecological division 
423 West 55th Street, New York 19, N. Y. 
tPat. App. for 


Vacisec, RAMSES and XXXX (rourex) are registered trade-marks of 
Julius Schmid, Inc. 
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Pleasant surroundings . . . capable nursing . . . and gentle 
suction by the silent GOMCO Thermotic Drainage 
Pump. These are ingredients of patient confidence and 
recovery, and she carries away the good reports of 
expert treatment. 

The nurse, too, has confidence. She simply adjusts the 
suction to high or low and lets the unit do the rest. She 
knows by long experience that this gentle, on-off suction 
will continue indefinitely without variation. 

You get equally fine results with all the other GOMCO 
suction and suction-ether units, treatment units, 
aspirators and tidal irrigators. Your reputation requires 
the best. Have your dealer demonstrate GOMCO to 
you soon! 


Performing gastric 
lavage with Gomco 
Thermotic Drainage 
Unit #765. Also avail- 
able with Aerovent 
Overflow Protection 
#765A, 


GOMCO SURGICAL MANUFACTURING CORP. 
830-ME. Ferry Street, Buffalo 11, N. Y. 
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In Congestive Heart Failure 


R, ‘Wide Safety Margin’ 


WHITE'S BRAND OF AMORPHOUS GITALIN 


Authoritative investigators have reported that the digitalizing dose of 
Gitaligin is approximately one-third the toxic dose.'* 


This “‘wide margin of safety” (difference between therapeutic and 

toxic doses) permits rapid digitalization and successful maintenance with 
a minimum of toxic side reactions—even in refractory cases where 

other glycosides have failed.* And, cost to your patient is no greater 
than ordinary digitalis preparations. 


Supplied: Scored tablets of 0.5 mg. Bottles of 30 and 100. 


References: 1. Ehrlich, J. C.: Arizona Med. 12: 239 (June) 1955. 2. Weiss, A., and Steigmann, F.: Am. J. M. 
Sc. 227: 188 (Feb.) 1954. 3. Dimitroff, S. P.; Griffith, G. C.; Thorner, M. C., and Walker, J.: Ann. Int. Med. 
39: 1189 (Dec.) 1953. 4. Hejtmancik, M. R., and Herrmann, G. R.: Texas St. J. M. 5]: 238 (May) 1955. 
5. Batterman, R. C.; DeGraff, A. C., and Rose, O. A.: Circulation 5: 201 (Feb.) 1952. 6. Denham, R. M.: 
J. Kentucky St. M. Assoc. 53: 209 (Mar.) 1955. 
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just when it’s needed 


Aborts the incipient episode 
gives relief in the period ofj@ilergic stress .. . 
metabolizes promptly with@nt drug “overhang.” 


ribenzamine 


UNEXCELLED in hay fever, allergic rhinitis, 
urticaria, serum sickness, angioneurotic edema, 
drug reaction, etc. 


Average Dose: One or two 50-mg. tablets as required. . 
Pyribenzamine® hydrochloride (tripelennamine hydrochloride, 
CIBA) 50-mg. tablets (scored), and 25-mg. tablets (coated). 


CIBA 


SUMMIT, N.J. 
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@ NOW AVAILABLE to the profession VM No. E-50 Capalets containing all the vitamin E complex together with the exclu- 
sive ingredient Sorvite to aid in absorption and formulated with nutrients which recent research indicates are synergistic 
with vitamin E, or act as potentiating factors. 4A RAIN & INI C. CLENDALE, CALIFORNIA 
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FOR THREE GENERATIONS, MEDICINE CABINETS 


HAVE HELD ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, patients have been keeping sparkling SAL HEPATICA APERIENT 
handy. They like its prompt, gentle relief of constipation. They ee” 
know that if they take SaL HEPATIcA half an hour before the 

evening meal they can usually expect relief before bedtime; that LAXATIVE 

if they take it before breakfast it will usually act within an hour. 


SAL HEPATICA, being both effervescent and antacid, promptly 
leaves the stomach. Its osmotic action draws water into the intes- 
tine, thus stimulating peristalsis. Evacuation follows promptly. CATHARTIC 


Pleasant-tasting SAL HEPATICA acts without griping. Its 
antacid effect helps to overcome the gastric hyperacidity which 
often accompanies constipation. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N.Y. 
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A GENTLE, SPEED 
Antacid Laxalt 


A plastic case, little 
larger than a package 

of cigarettes, contains 

Medihaler Oral 
Adapter and medi- 

cation* (in shatter- 

proof, spillproof 
vial). 


New. .-and a Major Advance in Treatment of 
ASTHMA 


Fully effective nebulization with 
your favorite bronchodilator* 


\ 


- 
% 


Insert valve of medi- : 
cation vial snugly Package is conven- 
into Adapter. Hold as shown, close iently carried in 


pocket or purse. In- 
conspicuous, notably 
safe, dependable. 


lips around Adapter, 
and inhale while 
pressing vial down 
against Adapter. 


Simple to administer to 


children. Uniform dose, 
no spilling, no glass to 
break. 


One or two applications 
abort most attacks. Rarely 
is more required. 


ANOTHER RIKER FIRST 
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UNIFORM DOSAGE 


SELF POWERED 


ECONOMICAL 


a) Unbreakable Adapter 
b) No Medication Loss from 
Spillage or Oxidation 


UNIFORM PARTICLE SIZE 


80% between % and 4 microns 
radius 


*KMEDIHALER-EPI™ 


0.5% solution of 
epinephrine HCl U.S.P. 


*KMEDIHALER-ISO™ 


0.25% solution of 
isoproterenol HCl U.S.P. 


follow this simple form of Rx 
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An Alterative 
FOR 


PSORIASIS 


Since the dawn of dermatology, mercury has been 
the standard local treatment for psoriasis. It still oc- 
cupies first position. 


Goodman and Gilman* in 1955 say that ammoniated 
mercury is used for the scaling in psoriasis, and also 
that the mercury ion in low concentration exerts its - 
action over long periods of time. 

As compared with ammoniated mercury ointment 
5°, only 1/9th as much mercury is needed when com- 
bined chemically with soaps as in RIASOL. This is be- 
cause the saponaceous vehicle of RIASOL, unlike ordi- 
nary ointments, penetrates the superficial layers of the 
epidermis. Hence there is greater therapeutic effect 
with a minimum of irritation and toxicity. 


RIASOL has been used since 1940 and is today one 
of the most widely prescribed of all drugs in the local 
treatment of psoriasis. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 


Ethically promoted RIASOL is supplied in 4 and 8 
fid. oz. bottles at pharmacies or direct. 


*Goodman, L. S. & Gilman, A., 
Pharmacological Basis of Therapeutics, 
2nd ed., 1955, pp. 1103-04. 


After Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous 


clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-6-56 12850 Mansfield Avenue Detroit 27, Michigan 
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Before Use of Riasol 
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A new MEAD specialty for all ages 


i 


By reducing surface tension | Colace 


Croolace 


keeps stools normally soft 


Coolace 


softens stools already hard 


Coolace 


normalizes fecal mass 
for easy passage 


DIOCTYL SODIUM SULFOSUCCINATE, MEAD 


non-laxative stool softener 
...-does not add bulk 


SYMBOL OF SERVICE IN MEDICINE 
MEAD JOHNSON & COMPANY * EVANSVILLE 21, INDIANA, U.S.A. 
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non 
laxative 


softens stools 


Co.ace, a surface active agent, in- 
creases the wetting efficiency of water 
in the colon. By this physical action, 
without adding bulk, Co.ace (a) 
allows fecal material to retain enough 
water to produce soft, formed stools, 
and (b) permits water to penetrate 
and soften hard, dry feces.* 


The action of Cotace takes place 
gently and gradually. Stools can us- 
ually be passed normally and without 
difficulty one to three days after oral 
administration is begun. No toxicity 
or undesired side-effects have been 
reported in prolonged clinical use.! 


Indications: All medical, surgical, ob- 
stetric, pediatric and geriatric patients 
who will benefit from soft stools. 


Usual dosage: Adults and older chil- 
dren: 1 Cotace Capsule 1 or 2 times 
daily. Children 3 to 6 years: 1 ce. 
Couace Liquid 1 to 3 times daily. 
Infants and children under 3 years: 
¥ to 1 ec. Cotace Liquid 2 times 
daily. Dosage may be increased if 
necessary. Give CotaceE Liquid in 4 
water glass of milk or fruit juice. 


Couace Capsules, 50 mg., bottles of 
30. Cotace Liquid (1% Solution) 
30-cc. bottles with calibrated dropper. 


(1) Wilson, J. L., and Dickinson, D. G.: 
J. A. M. A. 158: 261, 1955. 


Capsules 
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ALLERGENIC EXTRACTS 


Diagnostic and Therapeutic 


for 


ALLERGIC DISEASES 


A Complete Prescription Service 


Devoted exclusively to the manufacture of 
pollen, fungus, epidermal, food, dust, and 
miscellaneous allergenic extracts for the 
diagnosis and treatment of allergic 
conditions. 

A pollen check list for your state and other 
literature sent on request. 


U.S. Government License No. 103 since 1929 


ALLERGY LABORATORIES, INC. 


P. O. Box 1825 111 N. Lee Avenue 
Oklahoma City |, Oklahoma 


Indicated for its counter-irritant action — 
as in arthritic, rheumatic, and other muscle 
and joint disorders, neuritis and neuralgia. 


CUM METHYL SALICYLATE OINTMENT 


ss 


OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has helped three gen- 
erations of physicians open their offices. Whether you 
plan to begin practice or re-equip an existing office, 
we can serve you. (1) A National Institution: We have 
13 shipping points throughout the nation and more than 
200 representatives. (2) Equipment Check Lists. Cover 
the cost of everything required to outfit your office, from 
hypodermic needles to X-ray machines. (3) Planning 
Service. Suggested room layouts scaled to size. (4) Tai- 
lored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
(5) Location Service. Aloe representatives know of 
many attractive locations for beginning practice. 


Write or see your local representative for details. 


A. 8. Aloe Company AND SUBSIDIARIES 
1831 Olive St. @ St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO’ SEATTLE 
MINNEAPOLIS KANSAS CITY DALLAS 
NEW ORLEANS ATLANTA WASHINGTON, D. Cc. 


Both forms of Iodex supplied in tubes of 1 oz. and jars of 1, 4, and 16 oz. 


Indicated primarily for its iodine content — as 
in enlarged glands, excoriations, minor burns 
and wounds, and inflammatory skin conditions. 


aS 


Name 


yet, welcome sanyles of both- 


mort te: 
Menley & James, 
Limited 


91-27 138th Place 
Jamaica 35, N. Y. 


Street 


State 


__... Zone 


City 
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blue at breakfast? 


BONADOXIN 


stops morning 
sickness 

... often“ within 
a few hours” 


Fifteen investigators have now con- 
firmed BONADOXIN’s efficacy. In 
287 patients treated for nausea and 
vomiting of pregnancy, BONADOXIN 
was “of great benefit in 90.8% of the 
cases.” Complete relief was often 
afforded “within a few hours.’”? 


Each BONADOXIN tablet contains: 


Mild cases: One BONADOXIN tablet 
at bedtime. Severe cases: One at 
bedtime and on arising. 


In bottles of 25 and 100, prescription 
only. Also indicated in post-radiation 
sickness, nausea following surgery, 
Méniére’s syndrome. 


1. Groskloss, H. H. et al.: 
Bonadoxin®: a unique control for 
nausea and vomiting of pregnancy. 
Clin. Med. : 2:885 (Sept.) 1955. 


(BRAND OF MECLIZINE HCI, PYRIDOXINE HCl!) 
Meclizine HCI.................25 mg. 
Pyridoxine HCI................50 mg. 
, 
. 
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Old 
and 


Grumpy 


—and somewhat hyper- 
tensive, he keeps himself in a 
fretful, nervous state—hard to 

get along with. 


The gentle “daytime sedation” of 
Butisol Sodium will help him overcome 
some of the symptoms that come with aging. 


BUTISOL’ SODIUM 


BUTABARBITAL SODIUM, McNEIL 
% 
LABORATORIES, INC. 
PHILADELPHIA 32, PA. 
: TABLETS 15 mg. (4% gr.), 30 mg. 
CA gr.), SO mg. (% gr.), 100 mg. 
R-A (Repeat Action) 
30 mg. and 60 mg. 
ELIXIR, 30 mg. (1 gr.) 
perS cc. 
4 CAPSULES, 

100 mg. (14 gr.) 
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for more efficient 


CONTROL OF 


Each tablet contains: Aspirin (3 grains) 
| Phenacetin . (2% grains) 

Caffeine (% grain) 

Demerol hydrochloride 30 mg. (% grain) 


Average Adult Dose: 1 or 2 tablets 
repeated in three or four hours as needed. 


Bottles of 100 tablets. Narcotic blank required. 


"Such a combination has proven clinically to be far 
more effective and no more toxic than equivalent 
doses of any of these used singly."* 


LABORATORIES 
NEW YORK 18, N. Y. 


*Bonica, J.J.; and Backup, P.H.: Northwest Med., 54:22, Jan. 1955. 


Demerol, trademark reg. U.S. Pat. Off., brand of meperidine, — May be habit forming 
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Dosage: 1 tablet 
b.id. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT, N. J. 


Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,' in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen* also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine ... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 


communication. 
Serpatilin Tablets, 0.1 mg./10 mg., each containing 9.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


(reserpine and methyl-phenidylacetate hydrochloride CIBA) 
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